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Archives of Physical Medicine and Rehabilitation 
Code of Advertising 


The Archives of Physical Medicine and Rehabilitation, published monthly by the American 
Congress of Physical Medicine and Rehabilitation, is interested in the maintenance of the highest 
standards in advertising in the interest of its readers in the medical and closely allied professions, the 
various manufacturers and patients. The Archives of Physical Medicine and Rehabilitation believes 
that honest, straightforward and informative promotion is essential in the merchandising of 
products and apparatus affecting the health and welfare of the general public. For this reason, the 
APM&R has formulated some basic principles to serve as a guide to manufacturers and advertisers. 


CLAIMS 

1. Claims for the efficacy or usefulness of a product should be logically and appropriately based 
upon scientific evidence or authoritative opinion expressed by qualified persons. 
2. Claims should not be stronger than the evidence warrants and should be expressed in such a way 
as to avoid multiple interpretation. Implied endorsements by ambiguous statements are not ac- 
ceptable. The journal reserves the right to modify or exclude copy that is extravagant in claims 
without consulting advertiser and/or agent if time before publication deadline is a governing factor. 
3. Statements of endorsement or use of a product or apparatus by physicians or by institutions 
or by individuals in allied professions are not acceptable. 
4. The statement of claims should be made in language appropriate to the understanding of the 
intended reading audience. If such statements are not clearly made, they may be misleading or 
confusing thereby doing disservice to both publisher and advertiser. 
5. Length of time a product has been on the market and relative sales position are not neces- 
sarily evidence of its merit and hence such information cannot be considered appropriate 
argument for prescription or recommendation. 
6. Promotion suggesting undesirable consequences from failure to use any product or apparatus 
unless compelling evidence exists is unjustifiable. 

EVIDENCE 
1. Evidence presented in promotion of products or apparatus should serve the funtion of 
validating any or all claims made. While interpretation of findings may vary among physicians, 
claims must adhere to the evidence and not to questionable extrapolations. 
2. The significance of evidence should not be magnified to the point of overemphasis and quota- 
tions and/or excerpts should not disregard the context or the full meaning of the source. 
3. Evidence should be readily and reasonably available. Manuscripts may be cited as references 
only after publication. Personal communication is acceptable only when the author has had an 
opportunity to review the intended promotion and has granted written approval for the citation. 
A copy of any personal communication to be included in advertising copy and a copy of per- 
mission directed to the manufacturer to use such personal communication must be on file in the 
office of the publisher prior to such information being released for publication in the journal 
Descriptions of findings demonstrated in scientific exhibits not subsequently published in a 
generally available periodical do not constitute suitable evidence. 
4. Evidence derived from adequately controlled research should be differentiated from uncon- 
trolled clinical experience. Where the advertiser sets forth his own conclusion or rationale, it 
should be done without implication of other authority. 


COMPARISONS 
1. Promotion of a product or apparatus should relate the merits of the product or apparatus to 
generally acceptable medical standards. 
2. Direct comparison with other products or apparatus for the purpose of demonstrating superiority 
is permissible only when such claim can be supported by direct reference to a published report. 
3. Implied superiority of a product or apparatus through the overuse of superlatives is not 
acceptable. 

POSITION OF THE MEDICAL PROFESSION 

1. Promotion that tends to undermine the patient’s trust and confidence in his physician is 
prejudicial to the effective practice of medicine and must be avoided. 
2. Promotion that results in the patient bringing pressure on the physician to prescribe according 
to suggestion or the current vogue rather than by exercise of professional judgment, is unacceptable. 
3. Promotion that encourages the patient to assume the prerogatives of the physician is unwise. 
It should be avoided as detrimental to public health. A prescription of drugs and/or therapeutic 
appliances leading to the time and sequence of the introduction of other treatment should remain 
the responsibility of the physician. Promotion influencing the patient to assume these responsi- 
bilities or creating concern regarding the physician’s recommendations is not acceptable. 
The APM&R Code of Advertising conforms to the principle that promotion directly to the public of 
products and apparatus which require a physician’s special knowledge for the proper administration 
is not in keeping with the best health and welfare of the general public. The APM&R Code of Ad- 
vertising is subject to alteration and clarification as indicated by the experience and wisdom that will 
be acquired through cooperative efforts of medical, industrial, educational and public organizations. 
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From R/P... 


LaBerne Extension-Flexion Exercise Unit _ 


Versatile! Designed for PRE 
to both upper and lower 
extremity muscle groups— 
without use of weights! 


For multiple use in progressive resistive exer- 
cise ... the only unit that needs no weights! 
Calibrated control set enables therapist to 
select exact resistance from 5 to 80 lbs. Re- 
sistance remains constant throughout range of 
motion at any setting. Table is rugged tubular 
steel with polyurethane top covered in wash- 
able Naugahyde. Overall dimensions without 
casters: 2814” high, 28” wide, 30” deep; with 
4 casters, 32” high. 

Shoulder Rotator Unit 
Fits conveniently in bracket at side of table 


ATLANTA @ 


~ 


Contact your R/P Representative or write for additional information 


Rehabilitation Products 


Division of American Hospital Supply Corporation 
2020 Ridge Avenue, Evanston, Illinois 


BOSTON @ CHICAGO @ COLUMBUS @ 


Shoulder 
Wheel Exercise 


Shoulder 
Rotation 


BK Amputee 
Exercise 


Hamstring 
Exercise 


Hip Abduction 
Exercise 


for internal and external rotation, unilateral 
and bilateral extensor, scapula rotation and 
elbow flexor exercise. Uses calibrated control. 
Easily adjustable. 


No. 2179—Extension-Flexion Exercise Unit with quadri- 
ceps rest and table, without casters. Wt. 75 Ibs..$159.50 
No. 2180—Shoulder Rotator with table, but without 
Extension-Flexion Exercise Unit. Wt. 80 Ibs..... $159.50 


No. 2178—Extension-Flexion Exercise Unit with Shoul- 
der Rotator, quadriceps rest and table, without casters. 


DALLAS @ 


KANSAS CITY 


LOS ANGELES @ MIAMI @® MINNEAPOLIS @ NEW YORK @ SAN FRANCISCO @ WASHINGTON 
Export Division: Flushing 58, L. I., N. Y., U. S. A. 


Offices in principal cities of Latin America 
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ELGIN EXERCISE CHAIR 
FOR PROGRESSIVE RESISTANCE 


Here is an ENTIRELY NEW EXERCISE UNIT, Re. ae EXERCISES 


clinically proven to be extremely beneficial (>) “) 
during early treatment of the hemiplegic 1 SOME 
tient (reciprocal motion exercises for arms . 
a legs). The NEW ELGIN EXERCISE CHAIR PORTERS 
also provides excellent treatment for many ; © Sturdy... Sofe 
other cases such as polio, arthritis, and the 
orthopedic patient. 
May be used in the physical therapy depart- 
ment, hospital ward, or for home treatment. 
Complete brochure _il- 
lustrating the many ex- : ® Correct Mechanical 
ercises possible with this Position While 
revolutionary new unit 
will be sent on request. ” 


Comfortable 


Requires Minimum 


Amount of Space 


Elgin offers the most complete ® Excellent for Re- 
line of Progressive Resistance 
Exercise Equipment. Write to- 
day for free catalogues. , Reciprocal Motion 


Exercises 


WU EXERCISE APPLIANCE CO. 


P.O. BOX 132 ELGIN, ILLINOIS 


sistive, Assistive, or 


READER SERVICE... 


this section is established for the convenience of the reader-audience of 
the ARCHIVES OF PHYSICAL MEDICINE AND REHABILITATION. Each month, 
the reader service column will list the complete name and address of the 
author to be contacted for information and/or reprints of scientific studies 
herein published. The column will be up to date at press time, but the 
ARCHIVES cannot guarantee the accuracy of such listings 30 days after 
publication date. The following authors, in Contents order, are represented 
in the April, 1960 issue: 


HAROLD M. STERLING, M.D., Joseph P. Kennedy, Jr. Memorial 
Hospital, 30 Warren Street, Brighton 35, Mass. 


SHYH-JONG YUE, M.D., 630 W. 168th Street, New York, N. Y. 


FRANKLIN C. SHONTZ, Ph.D., Highland View, Cuyahoga County 
Hospital, 3901 Ireland Drive, Cleveland, Ohio 


ROBERT O. BECKER, M.D., Chief, Orthopedic Service, VA Hospital, 
Irving Avenue and University Place, Syracuse 10, N. Y. 


MICHAEL KELLY, M.D., Institute of Rheumatology, 410 Albert 
Street, East Melbourne, Australia. 


Please do not direct requests for reprints to the Archives of Physical Medicine and Rehabilitation 
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Write today for your Free copy of 
THE ILLUSTRATED PRESTON CATALOG 1058 


Describes the leading and most complete line of Equipment for 

Rehabilitation Exercise, Hydrotherapy and Electrotherapy. Also: 

Diagnostic Apparatus, Traction Devices, Cerebral-Palsy Furni- 

_—- Wheelchairs, Walkers, Lifters, Crutches and Self-Help 
evices. 


The Catalog is now enlarged by Supplement B — just off the 
press...a compilation of 127 important new and recent additions 
to the Preston Line. You will find many of these new items of 
direct value to you. For your free copy simply drop us a note. 


THE N-K EXERCISE UNIT 


Developed for the most effective administration of progressive 
resistance exercise to the knee joint muscle groups. The con- 
venient, time-saving application and the 
patterns which are found only in the patented N-K Unit make 
it a must in all Physical Therapy Departments. 


Accurate control of the amount of resistance is achieved through 
the use of calibrated weights which can be easily moved along 
the resistance arm to provide a conventional 12, % and maximum 
resistance sequence without adding weights. In time economy, 
cosifort and effectiveness, “N-K leads the way.” Order by 
Catalog Numbers: 


PC 2251A N-K Exercise Unit, Standard Model 100B 
with upholstered, chrome plated table 


PC 2251F Folding Model 200B 
with folding table for wall attachment 


FOLDING PARALLEL BARS 
Adjustable in Height and Width 


Bars are 7’ long; they fold to 10’ along wall with 17” width. All 
metal parts chrome plated; cross ties of hardwood, painted 
neutral grey. Recommended for small departments where space 
is very limited and for home use. Order by Catalog Numbers: 


PC 2422 Folding Parallel Bars — 7’ long, 142 diameter handrails 
adjustable in height from 22” to 37”; in width from 11” 


Same as PC 2422 except rails 
djustable in height from 18” 


Fifth Avenue, New York 10, New Y 


FOR PHYSICAL MEDICINE AND REHABILITATION 

preston, 

oo 

A 

A » 

PC 2422A Same with Abduction Board $114.50 

PC2422C Folding Children’s Bars 

are 13, diameter and a 

Ee | | PC2422CA Children’s Bars with Abduction Board .................$114.50 
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HM-801 
FULL BODY 
IMMERSION TANK 


“Figure 8" design per- 
mits all parts of the 
body to be reached 
from either side with- 
out entering tank. Twin 
Electric Turbine Ejec- 
tors provide double 
action hydromassage. 


PB-110 

PARAFFIN BATH 

(for hand, wrist, 

elbow or foot) 
Stainless steel, ther- 
mostatically controlled 
electric heating unit, 
dial thermometer. Re- 
movable stand. 


Overhead hoist facili- 
tates handling of non- 
ambulatory patients. 


A DISTINGUISHED NAME IN 
AND PHYSICAL THERAPY EQUIPMENT | 


MA-105 


$B-100 
MOISTAIRE HEAT HUDGINS MOBILE 
THERAPY UNIT SITZ BATH 


Delivers temperature- 
controlled moist heat 
safely and effectively. 
Complete with stain- 
less steel treatment 
hood, table, latex 
foam table pad, nylon 
moistureproof curtains 
and 4-quart filling can. 


ELECTRIC CORPORATION 
Reach Road, Williamsport, Pa. 


For postoperative rec- 
tal or postpartum care 
of the perineal area. 
Sturdy stainless steel 
and aluminum con- 
struction. Optional 
maintenance electric 
heater. 


Georgia Warm Springs Foundation 


GRADUATE COURSE 


Physical Therapy and Occupational Therapy 
In the Care of Neuro-Muscular Disease 
This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or registrants of the American 
Registry of Physical Therapists, or members of the 
American Occupational Therapy Association. 
Entrance Dates: First Monday in January, April and 
October. 


QaTERS Ms-12 
MUSCLE STIMULATOR 


Course | — Emphasis on care of convalescent neuro- 
muscular disease with intensive training in functional 
anatomy, muscle testing, muscle reeducation and use 
of supportive and assistive apparatus. This course is 
complete in itself. 

Course 11) — Three months duration with Course I 
prerequisite. Emphasis on care of severe chronic 
physical handicaps with intensive training in re- 
sumption of functional activity and use of adaptive 
apparatus. 

In-Service Training Program — Fifteen months dura- 
tion at salary of $225 per month plus full mainte- 
nance, increasing to $250 per month at the completion 
of nine months. This program includes training in eile 
Courses I and II. 

Tuition: None. Maintenance is $100 per month 
(except those on In-Service Training Program). For 


DESIGNED FOR HOME USE 
cholarshi re sportati ainteng > 
tion, 800 Second Avenue, New York 17, New York. 
(Scholarships require two years of experience.) . SIMPLE TO OPERATE 
For further information contact: ; 
RELIABLE GALVANIC OPERATION 
WATERS CORP. 


Executive Director 
O. Box 288, Rochester, Minnesoto 


Georgia Warm Springs Foundation 
WARM SPRINGS, GEORGIA P. 
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SIMPLE AS 1-2-3 TO PRESCRIBE 


SUPPORTS 


INDIVIDUALLY DESIGNED SUPPORTS 


to meet patient's 


SPENCER 


1. NEW BOOKLET format is guide to Spencer's 
comprehensive prescription service, illustrat- 
ing specific features available for use at 
professional discretion. 

2. NEW PRESCRIPTION FORM permits 
physician to check features indicated. 
3. SPENCER SUPPORTS are individually designed, incorporating 


features prescribed, to meet each patient's total requirements. 


( 


Spencer’s Individual Designing Service is 


I SPENCER, INCORPORATED | 
available to you through Corsetieres spe- potypan 

sworth Ave., New Haven 7, Conn. 

cially trained to help you help your patients. | Canada: Spencer, [td., Rock Island, Quebec | 

England: Spencer, Ltd., Banbury, Oxon | 

[] Send me the new booklet guide to Spencer prescrip- 1 

MAIL COUPON NOW | _ tion service. | 

7 [9 1 would like an office d tration of Sp a 

Name 

SPENCER, ~~ | 

individually designed supports | 7001 
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¥ ECA @ Two independent generating sections, separate circuits for 


thkatakas ten AC stimulation and DC therapy, may be used simultaneously. 


@ Variable frequencies: 11 calibrated frequencies allow 
choice for maximum comfort and most effective stimulation. 


@ Easy-to-operate control panel uses @ Automatic current surges and interruptions; rates adjust- 
simplified modern terminology. able over a wide range. 


Model SP5: LOW VOLT THERAPEUTIC GENERATOR 


providing 
currents for: 
© Comfortable stimulation of 


normal and denervated 
nerves and muscles. 


@ lon transfer therapy. 


@ Muscle and nerve testing. 


@ Medical galvanism. 


Write for SP 5 Bulletin 
and pamphlet, 
“Notes on Low Volt Therapy” 


TECA CORPORATION © 80 MAIN STREET © WHITE PLAINS, N. Y. 


complete inte grated facilities for 


ELECTROMYOGRAPHY 


@ SINGLE CHANNEL EMG with two-channel magnetic tape re- 
corder for recording notes and 
Model TE 1.2-7 | EMG simultaneously. 


® TWO-CHANNEL EMG permits simultaneous recording and 

study of two EMG potentials or of 

one potential together with a re- 

Medel TE 2-7 lated physical parameter such as 
force or pressure. 


¢ Automatic controls and new circuits provide simplified 
reliable operation without shielded rooms in most loca- 
tions. ® EMG potentials faithfully reproduced by special 
recorder circuits. © Specifications equal or surpass re- 
quirements for research, teaching and clinical use. 


@ NEW rugged COAXIAL NEEDLE ELECTRODE with- 
stands. autoclaving, has tapered shaft with 26 gauge 
tip and insulated handle. 


TECA | 


CORPORATION White Plains, 
New York 
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Now moist heat can be applied conveniently, 
effectively and with a minimum investment in 
equipment. No dripping, no wringing, no re- 
peated applications. Each application gives 
at least 30 minutes effective moist heat. The 
Steam Pack is merely heated in water, wrap- 
ped in a towel, and applied. Standard equip- 
ment in leading hospitals and clinics across 
the nation. 
DESCRIPTIVE MATERIAL ON REQUEST 


CHATTANOOGA PHARMACAL CO., INC. 
CHATTANOOGA 5, TENNESSEE 


MASTER UNITS 

Four all stainless 

steel models to 

meet the various re- a! 

quirements in hos- p.3 92 Pack 4 Pack 
pitals, clinics, phy- 

sicians’ offices, and 

patients’ homes. 

Automatically main- 

tains Steam Packs in 

water at proper 

temperature — con- 

stantly ready for 
immediate use. No § , M-2 


plumbing used. 12 Pack Mobile Unit 


LaBERNE Utility Electric 
“WALK-OFF” TABLE 


The LaBerne electrically operated Utility Model table is 
built of tubular steel and reinforced angle iron finished in 
Mellotone grey and mounted on 3” swivel casters with 
locks. Electrically operated by motor and gear box through 
a direct worm drive with reversing switch; safety switches 
for up and down positions. 

Table is 78” long, 28” wide, and 32” high, adjustable to 
any position from horizontal to vertical with calibrated dial 
showing degree of tip from 0 to 90 

Fixtures included foam top covered with water proof 
leatherette; removable footboard, two 6” restrainer straps, 


and cervical hook. 
Model 1060 E $395.00 
Hand Operated Model (photo below) 


Same as above except operated 7 hand crank 
Model 2101 H $239.50 
Also available are Standard Hospital Model, Clinic Model, 
Intermediate Model and Telescopic Model. 


Prices FOB Columbia, S. C. Write for catalog. 


La Berne MANUFACTURING COMPANY | 


AKO PO Box 5245 Columbia, S.C. | Phone SU 7-6162 
Originators of the “WALK-OFF” Physical Therapy Table 
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Or 


A stroke of your pen and you're on your 
Way toward having $1,000 for a few 
cents a day. Lots of people are doing it. 
Just let the company where you work 
know how much to take out for U. S. 
Savings Bonds every payday. 


By saving just 63¢ a day you can 
buy an $18.75 Bond every month. 
After 40 months you own a stack of 
Bonds worth $1,000 at maturity. 


Perhaps the best part is this—you get 
$1,000 with money you might have 
easily dribbled away. 


Why U.S. Savings Bonds are 
such a good way to save 


You can save automatically with the 
Payroll Savings Plan. You now earn 
334% interest to maturity. You invest 
without risk under a U. S. Government 
guarantee. Your money can’t be lost or 
stolen. You can get your money, with 
interest, anytime you want it. You can 
buy Bonds where you work or bank. 


NOW every Savings Bond you own 
—old or new—earns 4% more 
than ever before. 


You save more than money with U. S. Savings Bonds 


The U. S. Government does not pay for this advertising. The Treasury Department 
thanks The Advertising Council and this magazine for their patriotic donation. 
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it’s SHORT-WAVE DIATHERMY 


for efficient, effective, 
all-position THERAPY! 


Users report all the advantages and conveniences 
they want are obtained with the treatment- 
proved L-F Short-Wave Diathermy. 

In most applications the set-up time is only 

9 or 10 seconds. Practically unlimited application 
flexibility is provided by L-F air-spaced plates 
and combinations of a plate and the L-F hinged 
treatment drum or utility applicator. 

Indicative of the therapeutic effectiveness of 

this diathermy unit is its successful use by 
hundreds of physicians, hospitals, industrial 
clinics, and varied health and treatment 
institutions. Consider the L-F Short-Wave 
Diathermy for your own treatment programs. 


Long-path air-spaced Air-spaced plate Hinged drum appli- Utility applicator Air-spaced plate 
or 


RITTER COMPANY, INC. 
6604 Ritter Park, 
Rochester 3, N. Y. 


ta Please send additional information on 
Ritte r L-F Short-Wave Diathermy. 
GOMPANY ING. 


ROCHESTER YORK 
Medical Division 


ZONE STATE 
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YOU DON’T NEED YOUR FEET 
TO DRIVE 


With this precision-built hand control for cars, any- 
one with handicapped legs can drive a car with 
safety. Approved by state highway commissions. 
GUARANTEED 
Use a Handi-Drive for 30 days. Your money back 
if not fully satisfied. 
Write for Information 

THE LEVERAGE HAND BRAKE COMPANY 
P. O. BOX 853 FARGO, NORTH DAKOTA 


PHYSIATRIST WANTED 


Opening for board certified or eligible 
specialist in physical medicine for di- 
rector of community rehabilitation 
center. Fine opportunity. Salary open, 
commensurate with experience and 
training. To apply, send curriculum 
vitae to Robert A. Silvanik, Rehabilita- 
tion Center of Summit County, Inc., 
326 Locust Street, Akron 2, Ohio. 


PHYSICAL THERAPISTS: Immediate 
openings in 1956 bed Neuro-Psy- 
chiatric Hospital, 38 miles north of 
New York City. Starting salary 
$4980 per annum; liberal sick leave 
and vacation benefits, with a fine 
retirement system. 


Contact: Chief, Personnel Division, 
VA Hospital, Montrose, N. Y. 


GRADUATES OF APPROVED 
SCHOOLS OF PHYSICAL THERAPISTS 
New legislation allows practice pending 
registration with California Medical Board. 


Openings in California State Hospitals 
Veterans’ Home 
School for Handicapped Children 
Starting salaries $436.00 and up; liberal employee 
benefits; promotional opportunities. Streamlined civil 
service examinations twice a month in San Francisco 


and Los Angeles and on request in other states near 
dideat. ‘s r id. e 


Write 
STATE PERSONNEL BOARD 
801 Capitol Avenue, P.T. 70 
Sacramento 14, California 


PHYSICAL THERAPIST — REGISTERED 


With at least two years experience — as 
head of department in a completely 
new 365-bed general hospital. Salary 
commensurate with experience; liberal 
fringe benefits and progressive person- 
nel policies. Apply: St. Agnes Hospital, 
Wilkens and Caton Avenues, Baltimore 
29, Md. 


OPPORTUNITIES AVAILABLE 


WANTED: (a) Physiatrist, Board or Board 
eligible; salary open. (b) Director of Re- 
search. Both positions open, new rehabilita- 
tion center for children and adults in New 
England. For further information, write Box 
2611, Archives of Physical Medicine and 
Rehabilitation. 


PHYSICAL THERAPISTS 


Positions in two of ten general hospitals located 
in eastern Kentucky, southwestern Virginia, and 
southern West Virginia, operating on a regional 
pattern. Three Central and seven Community hos- 
pitals, Board certified Physiatrist in each Central 
hospital supervises physical therapist within region. 
Active ambulatory patient clinics, progressive minded 
medical staff, modern equipment. Two years mini- 
mum experience. Salary at $5,880 per annum. 
40-hour week, 4 weeks paid vacation, 7 paid holi- 
days, annual increments. Write to: Miners Memorial 
Hospital Association, Box No. 61, Williamson, W. Va. 
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INTRODUCING 
MEDITRON’S NEW 


ELECTROMYOGRAPH 


Now a Modern Scientific Instrument 
For the Practice/of Modern Medicine 


BUILT IN STIMULUS: CONTROL UNIT 
FOR NERVE CONDUCTION VELOCITIES 


AUTOMATIC PHOTO FACILITIES 
HIGH IMPEDANCE PREAMPLIFIER 


MODEL 201A-1 CONTROLLED SWEEP »CIRCUIT 


7 INCH CATHODE RAY TUBE 


Modern Simplicity — Modern Accuracy 
Old Fashioned Dependability 


IMMEDIATE DELIVERY — FULLY GUARANTEED — WRITE OR TELEPHONE COLLECT TODAY 


THE MEDITRON COMPANY 
Modern Instruments for Electrodiagnosis and Electrotherapy 


708 SOUTH FAIR OAKS PASADENA, CALIFORNIA CENTER STREET PEMBROKE, MASSACHUSETTS 
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PROFESSIONAL EQUIPMENT 


Can you be confident of unprofessional equipment? The 
Tractionaid is not a gadget — but is a scientifically engineered 
therapeutic unit designed to give you the ultimate in smooth 
and even intermittent or steady traction. 


The Tractionaid is electronically controlled and hydraulically 
operated allowing the therapist to dial the exact traction pull 
from 1 to 100 pounds and time interval prescribed. This is \ 
the only unit which automatically compensates up to 14” for a sa 


the patient’s movement, guaranteeing uniformity of pre- UPRIGHT CERVICAL TRACTION 
scribed traction throughout treatment. 


Why risk using anything but the finest when there is a pro- nn 
fessionally built unit designed for professional use? i ce 


For complete information on the Tractionaid write’ 


i 
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SUPINE PELVIC TRACTION 


THE FINEST THERAPEUTIC 
, 
totessional treatment desewes 
SUPINE CERVICAL TRACTION =: 
Ba 
j 
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NOTICE 


Physical Medicine and Rehabilitation. 
Full-time University faculty position. 
Head of new department. Substantial 
salary offered for right man with limited 
private practice allowance. Board certi- 
fication or qualifications for taking 


boards in PM&R desired. Address in- 
quiries to Dr. M. K. Callison, Dean, Uni- 
versity of Tennessee College of Medicine, 
62 S. Dunlap, Memphis 3, Tennessee. 


WANTED 

Physiatrist, certified or eligible; for 
Academic position. Medical School and 
Physical Therapy School, large East 
coast city. Excellent opportunity to com- 
bine teaching, clinic and private practice. 
Write Box 460, ARCHIVES OF PHYSICAL 
MEDICINE AND REHABILITATION, 30 N. 


Michigan Ave., Chicago 2, Ill. 


:: for sale :: 


Beautiful and very desirable small estate 
of Portland, Maine. Residence consists of 


Rest - Relaxation - Contentment! 


main house and cottage) on lake in vicinity 
arge living room, dining room, six bedrooms 


plus a comfortable screened-in porch; cottage nearby has four bedrooms. Also 
included are double and single garages as well as a separate tool house. Hundreds 
of sky-high pine trees dot the park-like grounds. This valuable site covers 7 acres of 
land with 500-foot fronting on the lake. Photographs and details covering addi- 
tional features of this offer can be had by writing Box JAF, Archives of Physical 


Medicine and Rehabilitation, 30 N. Michigan Ave., Chicago 2, Ill. 


Portable 
ULTRASONIC 


Generator 


1. Federal Communications Commission Type approval 


No. U-153 
. Underwriters’ Laboratories Approval 


. Output up to fifteen Watts, total 


2 
3. Genuine Quartz Crystal of five square centimeters 
4 
5 


. Intensity selected on Indexed Rotary Switch with steps 
of 0.2, 0.5, 1.0, 1.5, 2.0 and 3.0 Watts per square 


centimeter, each of which is calibrated. 


Bracket furnished for wall mounting 


Weight 28 pounds 


H. G. Fischer & Co. 


Franklin Park, Illinois 


Handle for easy carrying and wrap-around for cables 


Cabinet also fits standard size Mobile Utility Stand 
Cabinet dimensions: 165%” long, 10” deep, 534” high 


ULTRASONIC 
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MISS PHOEBE . NO. 34 IN A SERIES 


< 


“Come on, show-off, park your Everest & Jennings chair 
and give us kids a chance at the brass ring !”’ 


Know any stay-at-homes who should 
break out of the back bedroom 
and get into the whirl of 
normal activity? An Everest & Jennings 
chair is often the big difference 
between reticence and confidence. 
And the spark that starts the chair rolling 
may be a suggestion from you. 


Everest & Jennings Growing There’s a helpful authorized dealer near you 


16. EVEREST & JENNINGS, INC., LOS ANGELES 25 
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TOMATIC 
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TEMPERATURE RANGE 
From 30°F. to 130°F. with 
REVOLUTIONARY NEW... 


SINGLY OR 
KOL-THERM will 


do the rest... 


WHAT IS KOL-THERM ? 


KOL-THERM is an entirely NEW 
approach to the application of one of 
medicine's oldest therapies. It produces COLD 
or HOT packs, or alternate CONTRAST, 
within a temperature range of 30° F. 
~The introduction of the KOL-THERM eliminates 
the inconvenience of older, more’ cumbersome. 
methods of cold or hot pack applications. 


HOW THE KOL-THERM USED? 


When moist COLD pack or moist HOT pack is 
desired, a wet towel is placed between applicator 
surface and treatment area. Simply dial the 
desired temperature. The KOL-THERM 
will maintain desired temperature 
(+ or — 3° F. applicator surface) 
for any given pre-determined period. 


Write for illustrated literature or 
office demonstration today!) 


*AVAILABLE FOR IMMEDIATE DELIVERY 


COLD or HOT 
or CONTRAST... .~ 


to 130° F. COLD 


ANOTHER 


NOW* 


| amazing FIRST 
from MEDCO 


Dept. APMR. 9 
P.O. Box 3338 
Tulsa, Oklahoma 


Division / Medco Products Co., Inc. 


(1 | would like an office demonstration of ene Medco KOL-THERM. 
C Please send me your illustrated literature. 


NAME 


ADDRESS 


3601 E. Admiral Pl. 


city 


—) 


or DRY \ or DRY 
PACK PACKY \ 
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si multaneous | 
application ¢ 


CONTINUOUS 
ULTRASOUND 


The MS-300 Stimulator has been approved 
by the F.C.C. for use in conjunction with 
the UT-400 Ultrasound unit. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 


Branch Offices: New York * Chicago * Atlanta * Los Angeles 
Dealers in all principal cities 


BURDICK’S 


UT-400 
MS -300 


COMBINATION 


Simultaneous use of the Burdick 
UT-400 Ultrasound unit and the new 
MS-300 Muscle Stimulator offers a 
new dimension in ultrasonic therapy 
— combining the massage action 
of electrical stimulation with the 
established physiological effects of 
ultrasound. 


For complete information on the use 
of the UT-400 and MS-300—individ- 
ually, or as a combination — please 
contact your local Burdick repre- 
sentative or write us directly. 
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@ Height and weight records of 100 patients with 
brain damage occurring prenatally, paranatally or in 
early childhood have been compared with those of the 
normal population at the same age, where possible. 
Data regarding the height and weight in the group 
with prenatal and paranatal brain damage (cerebral 
palsy) is less than would be expected. A small group 
of children acquiring brain damage later did not show 
as great differences from the predicted height and 
weight for normal individuals of the same age. 


Method 


Records of children treated at Illinois 
Childrens Hospital School, Minneapolis 
Curative Workshop Nursery School, and 
University of Minnesota because of “cer- 
ebral palsy” were reviewed. One hun- 
dred subjects were selected who had 
records in which height or weight was 
recorded with the subject’s age in years 
and months at the time of determination. 
When these patients were classified ac- 
cording to the generally accepted termin- 
ology,' 40 had symptoms predominantly 
of spasticity, 55 had predominantly athe- 
tosis, and 5 had other diagnoses. The 
degree of involvement was severe in 50, 
moderate in 30, and mild in 207% 
(table 1). 


Maximum height and weight for 
younger children*:* or height and weight 
at age 19 for older patients were re- 
corded. Height and weight determina- 
tions were available for one or both 
parents in 37 instances and for 53 
siblings, for a total of 125 family mem- 
bers without neurological disease. 

The height and weight determinations 
of the subjects and of their siblings were 
recorded on anthropometric charts of the 
Childrens Medical Center, Boston,® for 
ages 6 months through 13 years. For 
subjects and siblings between ages 13 and 
18 the height and weight were compared 


Height and Weight of Children with Cerebral 
Palsy and Acquired Brain Damage 


Harold M. Sterling, M.D. 
Brighton, Mass. 


Table 1: Symptoms and Severity 


with the NEA-AMA (1949) percentile 
standards (figs. 1 and 2.)* In addition, 
subjects and siblings between ages 5 and 


Height percentile by age, patients ond siblings 
Potvents 


. 
. 


Percentile 


50 o o% o 
| 
. 
2 4 6 8 0© 2 4 6 18 


Age 


Fig. 1— Percentile ranks of maximum height of 
patients (open circle) and their siblings (closed 
circle) grouped by age to 19 years. 


Weight percentile by oge, patients and siblings 


— 
a 
a 
25+ . . 
2 4 6 6 0© 2 4 6 18 
Age 


Fig. 2— Percentile ranks of maximum weight of 
patients (open circle) and their siblings (closed 
circle) grouped according to age to 19 years. 


Read at the Thirty-seventh Annual Session of 
the American Congress of Physical Medicine and 
Rehabilitation, Minneapolis, September 3, 1959. 

Medical Director, Joseph P. Kennedy Jr. 
Memorial Hospital, Brighton; formerly, Instructor, 
Department of Pediatrics and Department of Phys- 
ical Medicine and Rehabilitation, University of 
Minnesota Medical School, Minneapolis. 
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18 were also evaluated by the Wetzel 
Grid for Physical Fitness.* 

Standard data of this type for adults 
are not available, since previously ac- 
cepted standards are being revised.°"! 
Parents and siblings of adult age have 
been charted on a height-versus-weight 
chart to allow comparison at such time 
as these data become available (figs. 3 
and 4). 


Height 


Fig. 3— Height and weight of male family mem- 
bers over age 18 compared with average weight for 
height, young adult males. 


69 


Height 


Fig. 4— Height and weight of female family mem- 
bers over age 18 compared with average weight 
for height, young adult females. 


Results 


It became apparent as the records 
were transcribed to Wetzel Grids and 
Childrens Medical Center charts that 
the subjects with congenital or early- 
acquired brain damage tended to group 
in the shorter height and lighter weight 
areas, whereas siblings without involve- 
ment were scattered throughout the 
range but with a tendency toward greater 
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height and weight than expected. 
Seventy-seven subjects with adequate rec- 
ords ranked below the 30th percentile of 
the charts for height (table 2). Seventy- 
three subjects with adequate weight rec- 
ords were found to rank below the 30th 
percentile for weight (table 3). Sixty- 
nine subjects showed heights of 10th 
percentile rank or less and 62 subjects 
showed weights of 10th percentile rank 
or less. Only 11 subjects had weights 
ranking greater than the 70th percentile, 
and 9 had heights ranking greater than 
the 70th percentile. By contrast, of 35 
siblings in similar age groups, only 4 
were below the 30th percentile for height; 
5 were below the 30th percentile for 
weight. Twenty of the 35 normal siblings 
were found to have weights at or greater 
than the 70th percentile, and 23 showed 
height at or greater than the 70th per- 
centile (tables 4 and 5). When record- 
ings were made on the Wetzel Grid, 50 
of the 55 subjects to whom this modality 
could be applied were in the smallest 33 
percentile, whereas only 2 of 34 siblings 
were in this area. 


As might be expected, severity of the 
neurological involvement correlated very 
well with the degree of shortness and 


lightness.'* Impairment of self-help 
showed a similar correlation. The sever- 
ity of impairment of speech showed a 
similar trend but did not show as great 
a correlation. No sex difference was 
demonstrable. 


Acquired Brain Damage 


Six patients with brain damage ac- 
quired in childhood later than the age 
1 year but not more than 7 years who 
were studied at least 2 years after onset 
were found to differ somewhat from the 
group with onset earlier in life. Three 
patients had heights of 90th percentile 
rank or greater, and 4 had weights of 
75th percentile rank or greater, in spite 
of the fact that the injuries had occurred 
2 years, 3 years, 4 years, and 12 years 
previously, and the degree of disability 
was not significantly different from the 
larger group. It will be noted that 3 
patients were below the 30th percentile 
rank in height and 2 in weight (table 6). 
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Table 2: Percentile Rank: Height 


Under 30 


30-70 Over 70 


Table 3: Percentile Rank: Weight 


___Under 39 


30-70 


46 


% Having Weight of 
___ 10th Centile and Under under 30th Centile 


Subjects 


Siblings 


% Having Height of 
10th Centile and Under under 30th Centile 


Subjects 


Siblings 


% Having Weight % Having Weight 


over 70th Centile 


11 


% Having Height % Having Height 


over 70th Centile 


77 
11 


Table 6: Acquired Brain Damage 


Percentile 
Weight 


Percentile 


Patient Height 


90th 
90th 
90th 
25th 
3rd 
3rd 


Discussion 


Obviously the distribution of symp- 
toms in this report (spasticity in 40, 
athetosis in 55, other in 5) is not com- 
parable to that reported in surveys in 
which attempts were made to include all 
children of a given geographic area who 
had diagnoses of cerebral palsy.2 The 
degree of disability is likewise different 
from the few reports using this distinc- 
tion.” 3.13 Tt must be pointed out that 
these patients represent a cross section 
of those referred between the years 1947 


__ Severity _ 


Age at 
Onset, Yrs. Duration, Yrs. 


moderate 1 12 
mild 5 
moderate 
severe 
moderate 


severe 


and 1955 for inpatient treatment at the 
Illinois Childrens Hospital School, and 
referred during the years 1956-59 for 
outpatient treatment at the Minneapolis 
Curative Workshop Nursery School, or 
for either inpatient or outpatient treat- 
ment during 1956-59 at the University 
of Minnesota Department of Physical 
Medicine and Rehabilitation. Thus, al- 
though not typical of the group at large, 
they are probably typical of the patients 
referred to a rehabilitation service. 
Comparison of height and weight rec- 
ords of the siblings indicates that these 
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siblings tend to be larger and heavier 
than the sample population, as recent 
publications comparing current height- 
weight data with those of previous gen- 
erations would lead one to expect. The 
shortness and lightness of the patients, 
when compared with recent data based 
on a large sample of a comparable pop- 
ulation, are therefore even more marked 
when compared with these siblings, since 
there is evidence of genetic control of 
height and weight in children.’*!* 

Retardation of growth in children 
without neurological damage has been 
demonstrated secondary to malnutri- 
tion’® or undernourishment!® which is 
either primary or due to increased meta- 
bolic demand, acute infection, 
chronic infection,'® locally decreased 
circulation,”° and other factors.'* 

Many theories have been proposed to 
explain the apparent retardation of chil- 
dren with “cerebral palsy,” one of which 
is that “growth centers” of the brain 
have been damaged.*: !* This is not an 
acceptable hypothesis in the absence of 
careful observations on fluid, calorie, and 
protein intakes,'®'* particularly since 
evidence of difficulty in feeding is fre- 
quently found during infancy and often 
and the degree of impairment 
of speech and self-help correlates well 
with the degree of growth retardation in 
this series. It is possible that the asym- 
metry of size of the limbs of hemiplegic 
children is related to brain damage, but 
the effect of relative inactivity has not 
been assessed.** The incidence of fevers 
and infection appears to be greater in 
this group than among normals,*: ** al- 
though satisfactory data are not avail- 
able in this area. Another explanation 
is that the metabolic demands” in these 
patients are possibly greater than normal, 
but again adequate data concerning 
metabolic needs are not available. Pre- 
mature birth, known to be associated 
with subsequent growth retardation?*?® 
was a significant but not a major factor 
in the group investigated. 


severe 
19 


Summary and Conclusions 


Height and weight data of a group of 
children having “cerebral palsy” have 
been compared with those of normal 
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siblings and with those of patients ac- 
quiring brain damage later in childhood. 
The patients having congenital or early- 
acquired brain damage were found to be 
significantly shorter and lighter than 
would be expected, either by comparison 
with siblings or by use of standard an- 
thropometric charts. 

More careful studies of metabolic 
needs, intake, incidence of fever or in- 
fection must be made before there is a 
satisfactory explanation of these findings. 
The theory of damage to a presumed 
growth center or centers is a poor ex- 
planation in the absence of adequate 
data in other areas. 
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We do not slip into happiness. |t is strenuously 
sought and earned. A\ nation glued to the television 
screen is not simply at a loss before the iron pioneers 
of the new collective society. |t isn't even having a 
good time. No society has ever spent as much as we 
do on drink and tranquilizers. (Can one argue that 


this is evidence of universal fun? 


— ADLAI STEVENSON 
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Medical and Vocational Evaluation 
of Young Adult Cerebral Palsied: 
Experience and Followup, 157 Cases 


Shyh-Jong Yue, M.D. 


and 


Martin G. Moed, M.A. 
New York City 


@ Since 1955, 157 young adult cerebral palsied patients 
have gone through a work classification and evaluation 
project. Through medical examination, activities of daily 
living tests in physical and occupational therapy, psy- 
chometric studies, speech and hearing evaluations, and 
psychiatric examinations were carried out as they en- 
tered. These patients were then subjected to vocational 
evaluation in a special cerebral palsy workshop for a 
period of seven weeks. Predictions were made as to 
employability: that of the 157 patients, 52 per cent 
would be employable; 14 per cent had borderline em- 
ployability; and 34 per cent would not be able to enter 
the competitive labor market. In follow-up study of 126 
cases, it was found that 56 per cent of the patients in the 
predicted employable group had over 25 per cent of em- 
ployment during the follow-up period and that 94 per 
cent of the patients predicted to be unemployable were 
unemployed. Of the individual medical test factors 
measured, only the physical therapy activities of daily 
living was significantly related to the vocational ac- 
complishment, but the composite of both the physical 
factors and mental factors was more predictive of suc- 
cess than any one factor. There was some evidence that 
a@ minimal predictive score may furnish a basis for 
realistic prediction of job chances, but many immeasur- 
able individual and chance factors enter into the achieve- 
ment of vocational success. 


The Cerebral Palsy Work Classification 
and Evaluation Project was started at the 
Institute for the Crippled and Disabled 
in January, 1955. It is sponsored by 
United Cerebral Palsy of New York and 
Queens, and the Office of Vocational 
Rehabilitation of the United States De- 
partment of Health, Education, and 
Welfare. Other participating agencies 
are the New York State Employment 
Service and the New York State Division 
of Vocational Rehabilitation. In_ this 
project, an attempt is made to evaluate 
young adult cerebral palsy patients in 
order to predict their vocational poten- 
tials at unskilled, semiskilled, and clerical 
levels. A preliminary report on the pre- 
dictive value of medica! facts in this 
research was presented at the American 
Congress of Physical Medicine and Reha- 
bilitation in 1956 and was subsequently 
published.’ In that report, an analysis 
was made of a group of 44 cerebral palsy 
patients who completed both medical and 
vocational evaluation during the first 
year. Now at the end of three years, the 
series has grown from 44 to 157 patients 
whose evaluations have been completed, 
and the further test of subsequent voca- 


tional accomplishment is at hand in 
large number. 


The method of study was as follows: 


a 


I. Medical evaluation 

Medical examination 

Physical evaluation 

1. Activities of daily living (ADL) 
test in physical therapy 

2. ADL test in occupational therapy 

Mental evaluation 
Psychometric studies 
Speech and hearing examination 
Psychiatric and/or psychological 
examination 

II. Vocational evaluation 

III. Followup 


C. 


General Considerations 


Among the group, 111 (70.7 per cent) 
were males; 46 (29.3 per cent) were 
females. The youngest patient was 16 
years of age and the oldest, 37. The 
average age of the group was 21.7 years. 

Educational background was generally 
poor (table 1). The athetoid quadri- 
plegics reached a higher educational 
standing, 11 per cent of this group having 
had a college education. Only one third 
of the entire group completed high school 
and but 5 per cent attained a college 
education. 


Medical Evaluation 


In this series, the patients are classified 
into six groups by type of cerebral palsy 
instead of the four groups of the first 
series (table 2). The athetoid quadri- 
plegics were predominantly athetoids with 
all four extremities involved; the spastic 


Read at the Thirty-seventh Annual Session of 
the American Congress of Physical Medicine and 
Rehabilitation, Minneapolis, September 4, 1959. 

Assistant Attending Physician, Physical Medi- 
cine and Rehabilitation, Presbyterian Hospital: 
Assistant Professor, College of Physicians and 
Surgeons. Columbia University. 

Coordinator, Cerebral Palsy Work Classification 
and Evaluation Project, Institute for the Crippled 
and Disabled. 
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Table 1: Educational Background 


No. of 
Attainment Patients Per Cent 


College education .............0. 8 5 
Grade 12 to high 


school graduation .......... 57 36 
Grade 1 to 7 


and CRMD® class. ............. 


Total patients 


157 100 


*Children with retarded mental development 


Table 2: Classification of Cerebral Palsy 


No. of 
Diagnosis Patients Per Cent 
Athetoid quadriplegia .......... 56 36 
Spastic hemiplegia ............. 49 81 
Spastic quadriplegia ........... 17 11 


hemiplegics showed evidence of spasticity 
involving the upper and lower extremi- 
ties on the same side; the spastic diplegics 
had all four extremities involved, with 
more spasticity of the lower extremities 


Rating 
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than the upper; the ataxics were those 
who had disturbance in position sense 
and balance. Two cases were diagnosed 
as brain damage because no typical 
pattern of motor involvement was shown. 
Where both spasticity and athetosis were 
present, the most predominant manifes- 
tation was the basis of classification. 


Physical Evaluation 


ADL Test in Physical Therapy. The 
ADL test in physical therapy determines 
ambulation, elevation activities, and abil- 
ity to travel (table 3). Great emphasis 
was placed on the ability to travel to and 
from work, and those who were unable to 
travel were severely downgraded. It was 
found that 84 per cent of the patients in 
this series were capable of traveling alone. 
One patient, a severely involved athetoid 
quadriplegic whose gait was very unsteady 
with two crutches, could, however, when 
he was helped into a car, drive unaccom- 
panied. In this and in subsequent test 
ratings, a scale of 1 to 5 is used, the 
highest number indicating the least 
impairment. 

ADL Test in Occupational Therapy. 


Here, the test includes self-care activities 
and manual dexterity (table 4). The 


No. of 


Patients Per Cent 


Independent with support, travel alone ....... 


Dependent, requires assistance in 


Independent without support, travel alone .... 


ambulation and elevation activities ....... 


31 20 


Independent with or without support, does not travel alone ........... 23 14 


Rating 


Table 4: Activities of Daily Living Test in Occupational Therapy 


No. of 


Patients Per Cent 


Completely dependent 


Complete self-care with good manual dexterity 


Spotty deficit in self-care and manual dexterity 


Moderate deficit in self-care and manual dexterity, or one-handed ..... 


Dependent in self-care, and poor manual dexterity ..................05 


|| 
— 
eC 29 19 : 
4 
ee 1 Dependent in both ambulation and elevation activities ................ 0 0 
— — 
5 22 
7 5 
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Table 5: Psychometric Studies 
No. of 
Patients 


Rating Per Cent 


Superior and high average 
(1Q 110 and over) 


Average (IQ 90-109) 

Low average (IQ 80-89) ... 
Borderline (1Q 70-79) 
Retarded 


(1Q 69 and under) 


Total patients ......... 


ability of patients to use both hands in a 
working situation is an important con- 
sideration. If the patient were essentially 
one-handed, even though self-sufficient in 
activities of daily living, he was down- 
graded appropriately. Only 22 per cent 
of the group were found to have nearly 
normal hand skill; 73 per cent had some 
degree of hand involvement. The spastic 
hemiplegics suffered greatly in rating 
when their involved hand was unable to 
perform any functional activity. 


Mental Evaluation 


Psychometric Studies. In these studies, 
the Wechsler-Bellevue Test of Intelli- 
gence, Form I, was utilized (table 5). It 
was found that 28 per cent of the patients 
had average to superior intelligence, the 
athetoid quadriplegics rating higher than 
the others; 25 per cent were considered 
to be mentally retarded. 

Speech and Hearing Evaluation. The 
speech and hearing evaluation was com- 
plicated (table 6). A hearing loss con- 
stitutes a serious handicap for a voca- 
tional potential, but the use of a hearing 
aid may remedy the situation. For sim- 
plification, speech evaluation was used 
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as the chief index; however, a further 
penalty or downgrading was added for 
an uncompensated hearing loss. Among 
the group, 57 per cent were found to 
have good hearing and intelligible speech ; 
33 per cent had moderately affected 
speech and most of these were recom- 
mended for speech therapy; the remain- 
ing 10 per cent were badly affected. 
Psychiatric and/or Psychological Ex- 
amination. Each patierit was examined 
by a competent psychiatrist and/or psy- 
chologist, and his adaptive behavior was 
analyzed (table 7). Only 5 per cent of 
the group were found well adjusted; 58 
per cent were immature and unrealistic; 
34 per cent displayed some impairment 
of judgment and _ psychotherapy was 


recommended for most of them; 3 per 
cent showed marked behavioral problems. 


Table 7: Adaptive Behavior 


No. of 


Rating Patients Per Cent 


Well adjusted 5 
Immature and unrealistic .. g 58 


Emotionally disturbed, 
requiring psychotherapy. . 


Marked behavior 
problem 


Psychotic behavior 


Total patients 


Vocational Evaluation 


Vocational evaluation was carried out 
in a special cerebral palsy workshop. This 
evaluation was divided into two phases: 
initial evaluation and job exploration. In 
the initial evaluation, the following skills 
were tested: (1) Performance with the 
hands (manual dexterity), (2) perform- 


Table 6: Speech and Hearing Evaluation 


Rating 


No. of 


Patients Per Cent 


Normal speech; normal hearing 


Speech slightly affected but intelligible; 
hearing threshold elevated or normal 


23 


34 


Speech moderately affected requiring speech therapy; 


mild hearing loss 


Speech severely affected and nonintelligible; marked hearing loss 


Speech unintelligible; severe hearing loss 


Total patients 


138 
ar 99 
2 eee 35 
: 
39 25 
100 
— 
4 
34 
9 
2 
| 3 2 
........ 1 1 
~ 
5 
..... 14 9 
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Total Sample 


Followup Group 


No. of No. of 
Rating Patients Per Cent Patients Per Cent 
Placeable with/without training in semiskilled work .... 54 34 35 28 
Placeable in unskilled work ............... 28 18 25 20 


5 
4 
3 
2 
1 


Placeable after training in unskilled work ... 


eeccccosse 22 14 19 15 


Table 9: Followup Status Compared with Vocational Evaluation — 126 Patients 
Number of Patients “Employed” 


No. of 
Vocational 76-100% 51-75% 26-50% Patients 
Rating Employment Employment Employment “Unemployed” 


ance with basic tools and measuring 
instruments, (3) performance with power 
tools and vocational equipment, and (4) 
performance in basic academic ability. 
In job exploration, the patient was given 
an opportunity to practice his best skill 
over an extended period of time. In the 
vocational evaluation unit, jobs were 
duplicated in as authentic a manner as 
possible. At the conclusion of the seven- 
week vocational evaluation, a prediction 
for employment was made on each client. 
Of 157 patients, it was predicted that 
52 per cent would be employable in semi- 
skilled or unskilled work, and 14 per cent, 
after training, in unskilled work (table 
8). Normally, unskilled work does not 
require much training; therefore, the 
latter group is actually borderline in em- 
ployability; 34 per cent were judged to 
be unemployable. 


Followup 


To be included in the follow-up group 
in this study, the person had to be in the 
labor force, that is, either working or 
ready to work, for at least nine months. 
According to this criterion, 126 of the 
157 patients are included. Thirty-one are 
excluded for the following reasons: 2 


failed to report for followup, 19 were 
still in training or went back to school, 
and 10 were less than 9 months in the 
labor force. These 126 patients had been 
in the labor force from 9 to 42 months. 
Table 8 shows the results of their initial 
vocational evaluation in terms of voca- 
tional prediction made at the conclusion 
of a 7-week evaluation period on a 
5-point scale. 


In judging vocational success at follow- 
up, those who have worked 25 per cent 
or more of the period of followup are 
considered employed, and so designated. 
Those employed from 0 to 25 per cent 
of the follow-up time are grouped with 
those working in sheltered workshops and 
considered unemployable. From table 9 
it will be seen that of the 79 patients 
who had a vocational rating of 3, 4, or 
5, 44 (55.7 per cent) found employment. 
Of 47 patients having a vocational rating 
of 1 or 2, only 2 (4 per cent) found 
employment. A biserial correlation be- 
tween vocational rating and actual em- 
ployment is 0.69. This relationship is 
significant at less than the 1 per cent 
level. In the group of 46 patients with a 
history of employment, 18 patients (40 
per cent) worked in semiskilled jobs, such 


= 
31 42 33 

3 5 4 
. 

3 1 1 14 
1 1 40 
0 0 5 

22 ll 13 80 
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as office clerk, office machine operator, 
mail clerk, machine tender, and sewing 
machine operator, and 28 patients (60 
per cent) worked in such unskilled jobs 
as elevator operator, attendant, stock 
clerk, assembler, and messenger. About 
one third of this group obtained their jobs 
through the New York State Employ- 
ment Service, and 40 per cent through 
personal arrangements. 

The next point is to test the validity of 
the various medical and_ psychological 
evaluation tests in predicting eventual 
employment. As already indicated, the 
total population was divided into two 
groups. Those patients who had worked 
a minimum of 25 per cent to a maximum 
of 100 per cent were classified as em- 
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correlation is found with employment, 
which is significant at the 5 to 6 per cent 
level. The physical therapy ADL score 
(table 3) is correlated .294 with employ- 
ment, which is significant at the 1 per 
cent level. The occupational therapy 
ADL score (table 4) has a very low 
correlation and no significance is noted. 
However, when these two factors are 
totaled, giving a maximal score of 10, 
the correlation of the two is higher than 
the physical therapy ADL score alone. 
The combined physical score has a .319 
correlation, which is significant at the 1 
per cent level. Totaling the physical and 
mental scores, it is found that the correla- 
tion with employment was .33 and again 
significant at the 1 per cent level; also, 


Table 10: Significance of Employability from Factors in Medical and Vocational Evaluation 


Factor 


Speech and hearing 
Behavior 

Mental total 

Physical therapy ADL 
Occupational therapy ADL 
Physical ‘otal 

Mental and physical total 


Vocational 


Significance 
Level, % 


.072 


Table 11: Employment Compared with Physical and Mental Scores — 126 Patients 


5-8 
Per Cent 
Employed 


Physical Score 


Mental Score = 
9-11 12-15 
Per Cent Per Cent 
Employed Employed 


All Mental 
Scores 
Per Cent 
Employed 


All physical scores 


ployed ; all others were in the unemployed 
group. Using this criterion of employ- 
ment, 46 patients (36.5 per cent) fell in 
the group considered employed and 80 
(63.5 per cent) were classified as unem- 
ployed. Each of the factors in evaluation 
was then correlated with the dichotomous 
criterion using a _ biserial correlation 
(table 10). It will be seen that intelli- 
gence quotient (IQ), speech and hearing, 
and adaptive behavior are not alone 
significantly related to employment. How- 
ever, when these three variables of five 
grades each are totaled, giving a possible 
maximal score of 15, a low but positive 


50 
30 
13 

_37 


slightly higher than the combined physical 
score alone. 

Table 11 expresses somewhat differ- 
ently the relationship between medical 
evaluation scores and employment suc- 


cess. It is designed to illustrate the 
interdependence and sometimes the in- 
dependence of the physical and mental 
scores by dividing each of these into 
three ranges. It can be seen that a low 
physical score, regardless of mental score, 
results in a low employment record; only 
13 per cent of those with a physical 
score of 5 to 6 points found employment. 
Thirty per cent of those with a 7 to 8 


= 
= 
59 9 42 
.215 .110 1.95 5-6 
: .294 .106 2.77 1 
86 


point physical score found employment; 
here again, the mental score does not 
seem to affect employment. With a 
physical score of 9 to 10 points, it was 
noted that 50 per cent found employ- 
ment. In this group, the mental score 
apparently influences employment; those 
with a mental score of 5 to 8 points had 
31 per cent employment, those with 9 to 
11 points had 52 per cent employment, 
and those with a 12 to 15 point mental 
score had 64 per cent employment. 


Discussion 


The determination of actual vocational 
success of a group of 126 cerebral palsy 
patients adds considerably to the sig- 
nificance of any predictive index. The 
high degree of correlation found between 
employment success and vocational eval- 
uation is encouraging and supporting to 
the validity of careful practical vocational 
evaluation. 

A previous presentation dealt only with 
the relationship between evaluation test- 
ing in physical and psychological areas 
and the results of vocational evaluation 
testing. Then, the various physical and 
psychological tests were grouped in a 
single index. For what seemed to be 
logical a priori grounds, the intelligence 
quotient and manual dexterity as deter- 
mined by occupational therapy ADL tests 
were weighted at twice the other factors. 
Rough correlation of this index with 
vocational evaluation scores was found, 
but more thorough testing of its validity 
was reserved for the present study in 
which a larger series is available and 
actual vocational success can be meas- 
ured. Jn the present study, emphasis is 
on the predictive value of individual tests 
and of composite scores, without arbitrary 
weighting; in fact, statistical analysis 
shows no advantage to weighting of any 
of the factors measured. 

Among the individual factors, the 
physical therapy ADL test, which in 
effect measures the ability to travel to 
and from a job and to be mobile on a 
job, was found to have higher correlation 
than any other single factor, either 
mental or physical. The occupational 


therapy ADL test, as a measure of hand 
skill, does not seem to be correlated with 
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the mere fact of employment, but may 
well have an influence on the degree of 
skill achieved. It should be noted that, 
in the present study, 60 per cent of the 
jobs were at a low level of skill and so, 
in all likelihood, the importance of 
manual dexterity was not brought out. 
It is of some interest that although none 
of the components in the mental score 
correlate highly with vocational success, 
a composite of them is correlated at a 1 
per cent level. It would follow, perhaps, 
that a composite of more tests of this 
nature would correlate even more highly 
and would fit into the commonly ac- 
cepted axiom that multiple psychological 
evaluations are usually necessary for valid 
prediction. For the same reason, it is not 
surprising that the combined score on 
both the mental and physical tests shows 
a more significant correlation than any 
one test or smaller combination. 


There is a suggestion, not wholly 
validated statistically, that physical com- 
petence, particularly in ambulation, is the 
prime necessity for successful employ- 
ment; that among the severely physically 
handicapped, mental scores are relatively 
unimportant; and that only among the 
physically competent do the mental as- 
pects become really important. 


That the correlation of physical and 
mental factors with employment is not 
higher is not surprising in view of the 
many factors which influence the getting 
of a job, among them being matters of 
chance, intangible characteristics of per- 
sonality, associated defects such as per- 
ceptual and sensory disturbances, or 
peculiarities of the environment. As 
might be expected, the vocational pre- 
diction, which includes evaluation of the 
patient in an actual job situation, is 
higher than other specific factors. During 
the year 1957-58, there was a period of 
recession and it was difficult for these 
patients to find jobs; had there been 
industrial expansion, no doubt the place- 
ment record would have been higher. 


Proper preparation of these young 
cerebral palsied adults is extremely im- 
portant. The majority of this group had 
been discharged from other cerebral palsy 
clinics before entering this evaluation 
project, yet many were helped further by 
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therapy to improve ambulation, ability 
to travel, and manual dexterity, espe- 
cially when it was designed to further a 
specific vocational goal. 


Summary 


Since 1955, 157 young adult cerebral 
palsied patients have gone through a 
work classification and evaluation project. 
Through medical examination, activities 
of daily living tests in physical and occu- 
pational therapy, psychometric studies, 
speech and hearing evaluations, and psy- 
chiatric examinations were carried out 
as they entered. These patients were then 
subjected to vocational evaluation in a 
special cerebral palsy workshop for a 
period of seven weeks. Predictions were 
made as to employability: that of the 
157 patients, 52 per cent would be em- 
ployable ; 14 per cent had borderline em- 
ployability; and 34 per cent would not 
be able to enter the competitive labor 
market. In follow-up study of 126 cases, 
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it was found that 56 per cent of the 
patients in the predicted employable 
group had over 25 per cent of employ- 
ment during the follow-up period and 
that 94 per cent of the patients predicted 
to be unemployable were unemployed. 
Of the individual medical test factors 
measured, only the physical therapy ac- 
tivities of daily living was significantly 
related to the vocational accomplishment, 
but the composite of both the physical 
factors and mental factors was more pre- 
dictive of success than any one factor. 
There was some evidence that a minimal 
predictive score may furnish a_ basis 
for realistic prediction of job chances, 
but many immeasurable individual and 
chance factors enter into the achievement 
of vocational success. 


Reference 


1. Yue, S-J; Moed, M. G., and Darling, 
R. C.: Prevocational Medical Evaluation 
of Young Cerebral Palsied Adults. Arch. 
Phys. Med. 38:283 (May) 1957. 


Information relative to securing reprints of this study may be had 
by checking the Reader Service column on page iv of this issue. 


There are eight requisites for contented livina: 
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| tealth enough to make work a pleasure; 


Wealth enough to support your needs; 


Strength to battle 


with difficultie: and overcome them; 


(race enough to confess your sins and forsake them: 


Datience enough to toil until some good is accomplished; 


Charity enough to see some good in your neighbor: 


Lith enough to make real the thing: of 


Goa: 


Lope enough to remove all anxious fear 


concerning the future. 
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@ Ever since the concept of man as a psychobiological 
unit has been accepted, medical workers have found it 
necessary to seek explanations from psychiatrists, psy- 
chologists, and social workers for the behaviors of their 
patients. All too frequently, physical illness often 
serves the purpose of gaining satisfaction for security 
needs and other psychosocial wants without any special 
stigma or shame being attached to the sick person‘’s 
behavior or to his feelings about himself. This study 
points up empirical evidence of the fact that personal 
values of the physically disabled are not always pri- 
marily concerned with getting well, even though the 
disabled do tend to be somewhat more concerned with 
physical functioning than do healthy persons. 

It is becoming increasingly clear that 
an adequate explanation of people’s re- 
sponses to physical illness is not forth- 
coming from the isolated study of the 
physiological processes of disease. Ever 
since the acceptance of Adolf Meyer’s 
concept of man as a_psychobiological 
unit, medical workers have found it in- 
creasingly necessary to seck explanations 
for their patients’ behaviors from psychi- 
atrists, psychologists, and social workers. 
In formulating their explanations, work- 
ers in these fields have uncovered many 
provocative leads to formal research 
and theory construction. In a previous 
article! we have recently attempted to 
formalize the thinking in this area by 
presenting the logic of a theory designed 
to explain human reactions to discom- 


fort, pain, and death. 

It is now desirable to recapitulate cer- 
tain aspects of this theory, to report the 
findings of certain relevant research pro- 
jects, and to discuss some practical impli- 
cations of the findings. 


Theoretical Background 


The theory borrows heavily from the 
original ideas of Kurt Lewin?“ and A. H. 
Maslow,®*® and its basic model is a psy- 
chobiological construction called the 
Total Structure. The Total Structure is 
defined as a system of cyclical energy re- 
lationships (regions) which is entirely 
open with respect to the traditional 
organism-environment distinction. That 
is, it regards the human being as an or- 
ganized, dynamic composite, which re- 
acts to both “inner” and “outer” forces; 


and it draws no rigid boundary around 
the person as a physical entity, distinct 
from the people and objects which con- 
stitute his environment. In fact, the term 
Total Structure is equivalent to the term 
“individual” in the present theory. The 
aspect of Total Structure functioning 
which is particularly relevant to this dis- 
cussion is its response to threat. Threat 
is defined as any prevention of the com- 
pletion of energy cycles within the open- 
system individual. The intensity of threat 
is measured by the amount of energy 
which is blocked from expression in the 
Total Structure. 

But the amount of energy which is 
blocked is a function of at least two 
things: first, the degree of availability of 
compensatory regions through which 
blocked energy may escape; and second, 
the psychobiological importance of the 
threatened region itself (as defined by a 
hierarchy of region priorities). The the- 
ory states that any threat to a specific re- 
gion is responded to by the entire Total 
Structure and is dealt with either through 
compensation or through the sacrifice 
of less important regions until sufficient 
energy becomes available to overcome 
the threat or to hold it in dynamic 
equilibrium. 

Threats are conceived to be of two 
types, active and passive, a distinction 
first suggested by Saul Rosenzweig.'? 
Active threats are those which impose 
increasing danger to the individual if 
not neutralized in some way (like rising 
flood waters). Passive threats are those 
which obstruct certain behaviors but 
which offer resistance only when energy 
is directed against them (like a stone 
wall). 

Theoretically, the special situation of 
the person with a chronic physical illness 
is approximately this: the individual is 
blocked by his disability from engaging 
in behaviors (energy exchanges) which 


Highland View, Cuyahoga County Hospital. 
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are dependent upon the affected portions 
of his body. The illness is an active 
threat to the person to the extent that he 
attempts to overcome it directly and sac- 
rifices his higher-level development to 
this end. It becomes a passive barrier 
when compensatory behaviors are made 
available for the establishment of new 
avenues of expression. 


Research 


The theoretical position just described 
leads to a number of deductions, one 
of which formed the basis for a specific 
research project. The study was con- 
cerned with the effects of chronic illness 
upon the expressed importance of the 
physical body to the individual. The 
theory also provided a basis for interpret- 
ing the results of another investigation, 
which was concerned with measuring the 
body image of chronically ill persons. 

The theory states that threat to body 
regions of the Total Structure leads to 
an increase of energy flow into relation- 
ships which depend upon the function- 
ing of the body. This increase is accom- 
plished by sacrificing energy invested in 
other regions, at lower levels of psycho- 
biological demand. It was reasoned that 
this state of affairs should be manifested 
in a measurable tendency on the part of 
the threatened individual to exhibit in- 
creased concern over bodily things at the 
expense of his concern for nonbody func- 
tions. The increased investment of en- 
ergy in body relationships should, there- 


fore, be reflected in a pattern of personal 
values which stresses the importance of 
body functioning as opposed to psycho- 
social functioning. This hypothesis was 
tested with a personal values scale de- 
signed to measure values on two types 


of items; those representing physical 
senses, capacities and skills, and those 
representing psychosocial objects and 
ideals. All the items are reproduced 
in table 1; type P items are the 
physical items and type PS are the 
psychosocial items. In all there are 24 
items, divided into two equivalent forms 
(A and B), each form equally balanced 
for the physical and psychosocial factors. 
The 12 items in each form were pre- 
sented to the subject in 12 pentads, the 
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subject being required to rank the items 
in each set according to their relative 
personal value to him. This method was 
chosen in preference to traditional rank- 
ing technics for three reasons: (1) it 
provided repeated measures on each item 
and lent itself to the calculation of rank- 
ing consistency values; (2) direct rank- 
ing of the 12 items of a given form was 
found in earlier research to be too diffi- 
cult for many subjects; and (3) it pro- 
vided assurance that each item was con- 
sidered in relation to all other items, 
since pentads were so constructed as to 
include at least two presentations of all 
possible item pairs. 


Table 1: Personal Values Scale Items* 
Item Scale Composite 


Type Form Item Rank 


PS A... Sanity 
B... Ability to think 
. Use of entire body 
. General physical health 

. Use of body from neck down 

. Vision 

. Children 

. Ability to walk 

. Ability to talk 

. Parents 

. Self-control 

Home 

Religion 

. Freedom 

. Hearing 

. Physical independence from others 
. Ability to love someone 

. Education 

. Control of bowels 

Country 

- Control of bladder 
.. Job 

. Sexual capacities 

. Physical attractiveness to others 

*The order in which the items are presented 


reflects the composite value pattern of the research 
subjects. 


The score for each item was the total 
of the ranking values given to that item 
by the subject. Each item appeared a 
total of five times in the 12 pentads. 
Naturally, since the number of rankings 
was fixed, each subject’s total score was 


sack 
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the same as every other subject. The dis- 
tribution of the item scores making up 
this total was of primary concern and 
yielded the “value patterns” of the 
subjects. 

The scale was administered to a group 
of 31 chronically ill persons and to a 
group of 42 physically healthy persons. 
The factors of age, sex, and verbal intel- 
ligence were controlled in the analysis of 
the data, the details of which will not 
be presented here.* The results sup- 
ported the hypothesis that the pattern of 
personal values of the chronically ill 
would show a relative emphasis upon 
the importance of bodily things as op- 
posed to psychosocial things, but only as 
a general statement applicable to the 
groups of subjects considered as a whole. 
The following items were found to be 
significantly more highly valued by the 
chronically ill group than by the physi- 
cally healthy group: 

1. Use of body from the neck down. 

2. Control of bladder. 

3. Ability to walk. 

The following items were found to be 
significantly more highly valued by the 
physically healthy group than by the 
chronically ill group: 

1. Education. 

2. Ability to love someone. 

3. Children. 

4. Religion. 

5. Sexual capacities. 

When the responses of individual sub- 
jects to individual items were analyzed, 
however, it was found that a common 
value pattern existed for all persons, ir- 
respective of medical condition. In this 
pattern (see table 1) psychosocial and 
physical items tended to be heavily inter- 
mingled and group trends could scarcely 
be discerned. Despite the over-all differ- 
ences, therefore, the correlations between 
all subjects and the basic value pattern 
tended to be remarkably high. This find- 
ing tends to confirm the notion that the 
human being does not identify himself 
as a primarily physical person wandering 
alone in a psychologically distant envi- 
ronment, but as a totality to whom emo- 


*Complete details of the analysis, as well as a 
description of the sample composition, may be ob- 


tained directly from the authors. Write c/o Highland 
View Hospital, 
Ohio. 


3901 Ireland Drive, Cleveland 22, 
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tional attachments are frequently more 
important than physical health. 

The second investigation studied the 
effects of chronic physical illness upon 
the body image; 48 patients and 24 
healthy controls were employed in the 
study. The body image task consisted of 
requiring each subject to adjust the lin- 
ear distance between two visually per- 
ceived points to correspond to the dis- 
tance between two points indicated on 
his body; the subject was prevented from 
seeing any portion of his body below the 
neck. Three different stimulus sizes were 
distributed among 18 body-region com- 
binations, with a sampling of left unilat- 
eral, right unilateral, and bilateral areas 
equally balanced throughout. The fac- 
tors of age, sex, intelligence, and visual 
perceptual disturbance were controlled. 
The results indicated that chronic illness 
tends to result in a significant constric- 
tion of the body image, that is, judg- 
ments about distances between various 
body parts tended to be smaller in the 
chronically ill subjects as compared to 
the physically healthy subjects. There 
was also evidence that the constriction 
was positively related to the degree of 
severity of the illness. Along with the 
constriction, found to be associated with 
the chronic illness, there was also found 
to be an increased variability in the re- 
sponses, that is, a loss of stability of the 
body image. 


Theoretical Implications 


The results of these two investigations 
have some interesting implications for 
the understanding of the psychological 
changes associated with chronic disease. 
The damage to the body imposed by 
illness evidently results in some sacrifice 
of psychosocial functioning and in a shift 
in emphasis of personal values upon 
body functioning by the patient. At the 
same time, the patient tends to perceive 
his body as smaller in size, and with less 
clarity, than does the healthy person. 
It is consistent to infer that the individ- 
ual deals with the threat of illness by 
investing energy in body relationships as 
an attempt to overcome the threat, and, 
at the same time, that he attempts to 
minimize the threat by psychologically 
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constricting his body. To speculate on 
this second inference, the disabled per- 
son may see the source of threat as either 
external, in which case he attempts to 
defend himself by reducing the body’s 
exposure to the threat, or internal, in 
which case he attempts to diminish the 
actual locus of the threat. 

Another implication of the results 
from the body image study pertains to 
possible parallel changes in the over-all 
self-concept. Since the chronically ill 
individual’s body image represents only 
one aspect of his self-concept, the con- 
striction and loss of stability of the body 
image may be a symptom of a broader 
constriction and loss of stability of the 
self-concept. With respect to possible 
future research, the former change (con- 
striction) might be reflected in an over- 
all decrease in the actual number of 
regions (energy relationships) which are 
highly valued by the individual; the lat- 
ter change (loss of stability) might be 
reflected in an increased tendency for 
personal values to fluctuate over time. 


Practical Implications 


There are several practical implica- 
tions of the present view of chronic phys- 
ical illness. The first of these is that it is 
quite probable that many patients are 
actually less concerned with the isolated 
end of obtaining a physical “cure” than 
most of us wish to believe. Often, to the 
physician, the physical goals of treatment 
are of primary importance; and the phy- 
sician may find it difficult to understand 
how some patients may appear to be so 
callous or negligent about the outcome 
of their diseases. As the study of per- 
sonal values demonstrates, however, the 
basic balance of personal values between 
psychosocial and physical factors is only 
slightly disturbed by chronic physical ill- 
ness. (For example, most subjects con- 
sider it more important “to be able to 
think” than “to keep one’s general physi- 
cal health.” ) 

The and 


differences between ill 


healthy people, though in the predicted 
direction and thus of theoretical signifi- 
cance, are far smaller, from a practical 
point of view, than even the investigators 
had anticipated. 


The 


answer to the 


ARCHIVES of PHYSICAL MEDICINE & REHABILITATION 


April, 1960 


physician’s difficulty may well lie in the 
fact that what he perceives to be the end 
of the process (a physical state approxi- 
mating health) may be, to the patient, 
only a means to another end, that of 
pursuing his personal values. When a 
state of illness furthers these values for 
the patient more advantageously than 
would a state of health, it is then quite 
logical for him to prefer the former. 


It is not difficult to find illustrations 
of these points. A very common occur- 
rence at our institution, for example, is 
for patients to worry excessively about 
their state of mental health. It is espe- 
cially common for patients who have 
suffered cerebral vascular accidents to be 
concerned that they have “gone crazy” 
or that doctors consider them to be in- 
sane. The anxiety apparently arises from 
the patient’s recognition of his dimin- 
ished intellectual efficiency and his de- 
creased capacity to control and organize 
his own thinking as well as he could be- 
fore he became ill. As is demonstrated 
in our studies, concern over sanity 
touches upon a very significant personal 
value, for both healthy and chronically 
ill people. Fear or conviction of loss of 
a capacity which is so important may be 
devastating in its consequences and can 
seriously impede the process of rehabili- 
tation, especially if no evidence to the 
contrary is ever offered to the patient. 
Both clinical experience and the findings 
of our research support the contention 
that physical rehabilitation cannot pro- 
ceed effectively while issues such as this 
are at stake in the patient’s own view of 
his condition. The patient’s anxiety is 
often great enough that he hesitates even 
to mention his concern. Therefore, his 
fears are not always overtly expressed. 
Fortunately, however, we have found 
that patients who have this type of fear 
are often greatly and obviously relieved 
by a firm statement from a respected au- 
thority figure, such as the physician, to 
the effect that “you are not mentally ill, 
you are physically ill; you are not losing 
your mind, this is part of your physical 
disease.” 

Other examples may be drawn from 
cases in which the patient removes him- 
self from a treatment situation against: 
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medical advice before maximum benefit 
has been gained. Very frequently the 
problem behind such refusals to accept 
care is that of personal values which con- 
flict with those of the hospital or the 
individual physician. This was most 
obvious in a case at our institution in 
which the patient, who had multiple 
sclerosis, felt that the most important 
thing in the world for him to do was to 
go out and find a job. He could not 
even face the medical examinations 
which might establish beyond any ques- 
tion the existence of his physical disabil- 
ity, even though it was apparent to any- 
one that this patient was already severely 
disabled and unemployable. He left the 
hospital within 48 hours of his admis- 
sion. Clearly, this man could not give 
up his “‘self-picture,” which was founded 
primarily upon psychosocial values, and 
which prevented him from facing a re- 
ality that would force him to give up 
those things more important to him than 
physical health. 

A third group of cases is that in which 
the patient finds it more to his advantage 
to be disabled than to be_ physically 
healthy. Specific examples need scarcely 
be delineated, since this type of reaction 
is known to almost all who have worked 
with the physically disabled. As has been 
pointed out all too frequently, physical 
illness often serves the purpose of gaining 
satisfaction for security needs and other 
psychosocial wants without any special 
stigma or shame being attached to the 
sick person’s behavior or to his feelings 
about himself. Illness itself may serve 
as a punishment for infantile behaviors 
and as a means of engaging in exactly 
those behaviors. These propositions are 
accepted by virtually all who work with 
the “symptom exaggerator,” the “con- 
version hysteric”’ or the “hypochon- 
driac.” A physical disability may even 
be a source of pride, as in the case of the 
patient who identified herself with Job 
and felt that her disease was a mark of 
special selection by God for trial by 
physical suffering. 

The present frame of reference leads 
us to suggest that, in most cases of this 
type, it will be seen that for the patient 
to give up the illness would require that 
he also give up certain psychological 
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benefits, in the form of self-esteem, se- 
curity, withdrawal from the harsh reali- 
ties of the world at large, and so forth, 
and that these psychological benefits are, 
in the individual case, more important 
than physical health itself. 

It goes against medical ethics not to 
treat a patient for a physical disability, 
when treatment is possible; thus, it is 
difficult for many physicians to see that 
the prolongation of life is not always 
what the patient himself wants. We do 
not wish to complicate the issue by en- 
tering into a prolonged discussion of 
medical ethics; we do wish to make the 
point that, from a practical point of 
view, it is not always possible to impose 
this ethical structure upon a_ patient 
whose values conflict with those of the 
profession of medicine. Sudden changes 
in a patient’s values are not always pos- 
sible, and it behooves us to be aware of 
those situations in which literally nothing 
can be done until the patient himself 
expresses a wish for medical assistance 
of the type offered by the institution 
or the individual physician. It is not 
the purpose of this paper to discuss 
methods of change as such. Our purpose 
is only to bring to light empirical evi- 
dence of the fact that personal values of 
the physically disabled are not always 
primarily concerned with getting well, 
even though the disabled certainly do 
tend to be somewhat more concerned 
with physical functioning than do 
healthy persons. Their values, over-all, 
are much the same as those of a non- 
disabled group, and are not as subject 
to radical change as one might suppose. 
It remains only to be emphasized that 
appeals to the patient’s desire to get well 
are, at best, short-sighted; for getting 
well is only a part of the patient’s Total 
Structure, and it is his entire Total 
Structure, not his body alone, which de- 
termines his attitude toward medicine 
or anything else. 
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COOK COUNTY COURSE 


The Cook County Graduate School of Medicine announces a two-week 
intensive course in Neuromuscular Diseases of Children with Special 
Emphasis on Cerebral Palsy, to be given by Dr. Meyer A. Perlstein for 
the period of June 20 to July 1, 1960. This is an intensive didactic 
and clinical course designed for physiatrists, pediatricians, orthopedists, 
neurologists, and psychiatrists interested in the care and treatment of 
children with neuromuscular handicaps. Emphasis will be placed on 
the practical clinical aspects of treatment and rehabilitation procedures. 
The course will include trips to demonstration clinics and treatment 
centers. The fee for the course is $250. Since registration will be 
limited, applications should be made as far in advance as possible. 
For further information, write to: 


JOHN W. NEAL, Registrar 
Cook County Graduate School of Medicine 
707 S. Wood St., Chicago, Illinois 
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A Modified Coaxial Electrode 
for Electromyography 


Robert O. Becker, M.D. 


and 


John T. Chamberlin 
Syracuse, N. Y. 


@ A modification of the standard coaxial electrode is 
presented along with investigation of its electrical 
parameters. This type of probe has been in use for 
two years and has been found to offer advantages 
such as reproducibility of results; complete coaxial 
shielding throughout; durability and handling ease; 
cold sterilization is easily accomplished and efficient, 
as well as ease of manufacture. The design produces 
an exceptionally convenient and durable electrode and 
eliminates the variables produced by frequent replace- 
ment of the standard type. 


The concentric or coaxial needle elec- 


trode as first described in 1929 by Adrian- 


and Bronk! has remained essentially un- 
changed until the present.” This type of 
electrode has been found to be superior 
to the unipolar and the surface types in 
selectivity, frequency response and noise 
level?) * (fig. 1). The usual method of 
construction (commercial and _ other- 
wise) involves the cementing of the am- 
plifier lead in wires directly to the cen- 
tral conductor and the needle itself. This 
produces a bulky, difficult to handle unit 
with the further disadvantage that the 
maximum strain and flexure occurs at 


manufacture; i.e.: area of central con- 
ductor exposed, degree of bevel, and 
variations in inherent capacity. It there- 
fore became desirable to produce a 
rugged, durable type of electrode, retain- 
ing the coaxial feature, that could be 
used clinically for long periods of time. 
With such an electrode results from one 
patient to the next or in multiple de- 
terminations within the same patient 
would be directly comparable. The vari- 
ables encountered by using several elec- 
trodes or having to discard unserviceable 
electrodes would be obviated. The au- 
thors feel that with the increasing clinical 
usage of electromyography, standardiza- 
tion of procedures, technics and equip- 
ment is required to produce precision in 
determinations. A modification of the 
standard coaxial electrode is presented 
(fig. 2 and 3) along with an investigation 
of its electrical parameters. This type 


Fig. 1— Comparative electromyograms obtained simultaneously from the vastus lateralis muscle. Upper 
trace was obtained with the modified coaxial electrode; the lower trace with a bipolar, silver electrode 
with 6” spacing. Note the small area of “read out’’ from the coaxial type and the failure of the surface 


electrode to pass the high freq ye 


ponents of the wave forms. Calibration signal 60 cps and 100 


micro volts amplitude. 


the base of the needle. We have found 
that breakage of the leads at this point 
will produce irregularity of results and 
intermittent short circuits. The average 
life of a probe of this type is a few 
months under clinical usage. We have 
further noted that results obtained with 
one coaxial electrode are not directly 
comparable to those obtained with an- 
other due to unavoidable variation in 


of probe has been in use in this labora- 
tory for two years and has been found 
to offer the following advantages: 


1. Reproducibility of results. The 
same probe may be utilized for multiple 
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Fig. 2 — Diagram of the modified coaxial electrode illustrating constructional details and dimensions. 
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determinations on the same or different 
patients with the assurance that probe 
parameters will remain constant. 

2. Complete coaxial shielding 
throughout. This allows the use of high 
gain amplifiers in an unshielded area. 

_3. Durability and handling ease. The 
original model made two years ago is still 
in use. 

4. Cold sterilization is easily accom- 
plished and efficient. No infections have 
occurred in more than 300 determina- 
tions. 


5. Ease of manufacture. Construc- 


tion is simple and easily accomplished by 
the average investigator. 


Fig. 3— View of the modified coaxial electrode and the coaxial cable and fitting for connection to 
amplifier first stage. 


the 


In the manufacture of this probe, we 
have routinely used liquid Plexiglas® to 
cement the central conductor in place. 
In regrinding the bevel a fine oil stone 
is used and care must be exercised to 
prevent shorting between the needle 
barrel and central conductor at the tip. 
Formvar® insulated platinum wire of 
26-gauge may be used for the central 
conductor. 

A short length (less than two feet) of 
RG 62/U coaxial cable with a PL 256 
coaxial fitting is used to connect the 
probe to the cathode follower input of 
the amplifier. The probe may be sup- 
ported at any level or angle within the 
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muscle with a few blocks of 2” thick 
sponge rubber. The needle .barrel acts 
as the primary ground connection to the 
patient and further grounding is unde- 
sirable. The probe is remarkably well 
tolerated and pain is noted only when a 
sensory nerve is impinged upon. 

The area of signal pick-up of this elec- 
trode has been found to be less than 5 
mm. and precise determinations can be 
made from various muscle groups in 
close proximity without “cross talk.” The 
frequency response is flat from 10 cycles 
per second to 2 megacycles per second. 
Actually the electrode provides adequate 
passband characteristics up to 8 mega- 
cycles, which should allow unaltered re- 
production and amplification of pulses 
with fast rise times. Muscle action po- 
tentials with rise time in the order of 
0.1 millisecond have been observed using 
this electrode and the electrode is ca- 
pable of unaltered wave forms of much 
higher rise times. The inherent capacity 
of the electrode was calculated to be 4.6 
micro micro farads and RG 62/U co- 
axial cable was selected for connection 
to the cathode follower because of its 
low capacitance per foot, small size, 
light weight and flexibility. 


Information relative to securing reprints of this study may be had 
by checking the Reader Service column on page iv of this issue. 
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A modification of the coaxial needle 
electrode for electromyography has been 
presented. The design produces an ex- 
ceptionally convenient and durable elec- 
trode and eliminates the variables pro- 
duced by the frequent replacement of 
the standard type. 


N.B. Since this paper was written we 
have applied the same principles to the 
construction of an electrode using sub- 
miniature components. (Amphenol type 
27-1 plugs, type 27-3 receptacles, and type 
21-598 coaxial cable). This results in a 
great increase in ease of handling due to 
a 10 fold reduction in weight and in- 
creased cable flexibility. The electrical 
characteristics are identical with those of 
the electrode described. 
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Active Immobilization 
for Arthritic Wrists and Knees 


Michael Kelly, M.D. 
Australia 


@ Rheumatoid arthritis is characterized by acute attacks 
in individual joints. Most of the disability comes from 
acute attacks on knees and wrists, which are held 
flexed until they cannot be straightened. Disabilities of 
fingers are usually secondary to arthritis of the wrist; 
the most common cause of inability to walk is a 
flexion deformity of the knees. Flexion deformities can 
be prevented by immobilization of acutely inflamed 
knees and wrists in extension; the hand should be used 
and the leg should be walked on. Flexion deformities 
of knees and wrists should be corrected under general 
anesthesia; immobilization should then be performed. 
If the joint has any cartilage, flexion returns after these 
procedures. If there is no cartilage, the patient is 
grateful for a painless ankylosis in good position. 


I believe that “active immobilization” 
plays an essential part in the rehabilita- 
tion of the arthritic patient. Its intelligent 
use frequently eliminates the necessity for 
rehabilitation. Splinting is necessary for 
painful joints because the patient cannot 
use a painful limb. But the fixation must 
be active; the patient must use the limb 
within painless range. Active immobili- 
zation has been made possible by the use 
of light plaster of Paris applied next to 
the skin. It is useful because rheumatoid 
arthritis is a disease of movement; and 


the inflammation of the joint settles 


down as soon as it is immobilized. The 
expression is borrowed from the late 
Sterling Bunnell, who wrote of active 
splinting. 

Sir Robert Jones used to emphasize 
the principle that active movement with 
fixation of the painful joint made for 
good nutrition and rapid repair. I have 
made it my purpose to discover what 
could be done for arthritic patients by 
this method. It was a nearly virgin field; 
nobody was employing it, though nearly 
all paid lip service to the principle of 
mechanical support for arthritic joints. 
At first I experimented by immobiliz- 
ing painful joints indiscriminately, and 
sometimes I got encouraging results. 
Thus I frequently splinted the wrist and 
metacarpal and digital joints at the same 
time (fig. 1A and 1B). Gradually it 
came home to me that in the upper limb 
the wrist was the key; when the wrist 
was fixed, the shoulder and the other 
joints of the hand often improved un- 
accountably. In the lower limb the knee 
is the key. 


Fig. 1 — (A, upper) Left, cylindrical cast allows pa- 

tient to walk on arthritic left knee. Wrists too are 

in casts; one is covered with a woolen mitten. (B, 

lower) Right, patient can flex left knee after three 
weeks in plaster. 


Gradually I became convinced of the 
evils of bedrest. As I look back on the 
past 12 years I can see clearly who are 
the patients who have done badly and 
who are the ones who have done well. 
Those who have done well are the ones 
who had a job to do; those who became 
cripples are the ones who took to bed 
and were looked after by a kindly daugh- 
ter or niece. A common belief is that the 
patient with rheumatoid arthritis must 
begin treatment with several weeks in 


Read at the Pan-Pacific Rehabilitation Confer- 
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IMMOBILIZATION IN ARTHRITIS — KELLY 


bed. A booklet used by the Empire Rheu- 
matism Council says so. I disagree; rest 
in bed for the majority of patients would 
be the commencement of crippling. 


Deformity: Arthritis as a Cause 


Arthritic deformity is a great deal 
more common than deformity from spas- 
tic paralysis or from poliomyelitis. But 
prevention in these disorders has been 
grounded on certain accepted principles. 
In both spastic paralysis and poliomye- 
litis, the deformity is due to loss of bal- 
ance of muscles. In fact, nearly all de- 
formities, including those of arthritis, are 
due to loss of balance of muscles. This 
assertion may seem -to be an exaggera- 
tion; thus you have seen arthritic pa- 
tients whose knees became deformed 
through softening of the bone, and others 
with ulnar deviation due to gravity. 

Other causes of deformity cannot be 
ignored; there is always a combination 
of four factors; (1) muscle balance, (2) 
external forces, (3) shortening of liga- 
ments, and (4) softening of cartilage 
and bone. Disturbed muscle balance is 
first in time and in importance. External 
forces (pressure of the shoe on foot; 
weight of limb or of body) are less im- 
portant. Many wecks afterward comes 
fibrotic shortening of muscles, ligaments, 
and capsule. To become permanently 
shortened, the inflamed tissues must have 
been held in an incorrect position for a 
long time, and the opposing muscles and 
ligaments become lengthened. 

Still later is destruction of the carti- 
lage and bone, which makes the deform- 
ity permanent. All the tissues of the 
joint must be inflamed; bone has to be 
softened like cheese. It may lose its 
rounded shape and flatten against the 
bone which is pressing against it. This 
takes years of sitting in a vicious posture. 

In arthritis there are six different 
ways in which muscle balance may be 
disturbed. 

1. Voluntary Maintenance of Incor- 
rect Posture. Wrists are allowed to 
droop, or a pillow is put under the knees 
in bed persistently, or the patient sits for 
a long time in a low armchair with the 
knees bent. 
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2. Reflex Spasm. All the muscles of 
the painful joint reflexly tighten, espe- 
cially when the joint is moved. They are 
on guard all the time. The powerful 
flexors usually overcome the weaker ex- 
tensors, which become lengthened. 

3. Wasting of Muscles Often with In- 
ability to Resist Gravity. It follows di- 
rectly on the first and second factors and 
makes their effects permanent. The first 
two factors are reversible; the incorrect 
posture can be corrected and the muscu- 
lar spasm may be transient. But wasting 
of a muscle is more permanent, and 
therefore the most important of all 
causes. 

4 and 5. Rupture and Adhesion of 
Tendons. These are not so common as 
the other causes. 

6. Deformity of Neighboring Joint. 
A patient with a flexion deformity of the 
knees has, as a direct result, hyperexten- 
sion of the ankles and flexion of the hips. 

The most common external force which 
acts on a joint is gravity — the weight of 
the limb or the weight of the body. The 
weight of the body on the knees is diffi- 
cult to resist if the quadriceps are weak; 
it often leads to a flexion deformity. It 
acts in association with other factors. If 
the weight of the hand on the wrist is 
not resisted, wrist-drop will follow with 
all its undesirable sequelae. 


Muscle Wasting 


Wasting is due to reflex inhibition of 
muscle, propagated through nervous im- 
pulses from the painful and_ swollen 
joint. In this, arthritis resembles polio- 
myelitis, but it differs in three ways: 
(1) the wasted muscles are never para- 
lyzed, (2) arthritis is not self-limited — 
it may flare up and give rise to renewed 
wasting, and (3) in arthritis the wasting 
may be accompanied by pain which ren- 
ders muscular contractions difficult. 

In arthritis of the knee, the flexors 
have all the advantages: they are 
stronger than the extensors; they are 
helped by gravity, and flexion is the posi- 
tion of greatest comfort. We should con- 
centrate on the extensors and forget the 
flexors. Faradism is valuable to keep the 
muscle working when no voluntary con- 
tractions are possible. Far better for 
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muscle which can contract voluntarily is 
will power poured down the nerve. If 
a muscle has a nerve supply and is able 
to give a voluntary flicker, be thankful 
and concentrate on this. Heat, short 
wave, and massage are of no use; they 
are actually harmful if they give the pa- 
tient the wrong impression and make 
him too complacent. 

Arthritis is painful and the patient 
does not like extending the knee. If told 
simply to exercise, the patient may do 
what Jones called pump-handle move- 
ments; the effect of repeated movement 
of an inflamed joint is to intensify the 
inflammation. The total effect of the 
efforts is only to increase the stiffness 
and wasting. 

Polyarthritis is a chronic disease, but 
its crippling effects come from acute at- 
tacks in individual joints. As it spreads 
it often uses the joint last involved as a 
“springboard.” If in any joint the acute 
attack can be prevented from becoming 
chronic, a possible source of spread is 
eliminated. In the wrists and the knees, 
acute attacks are most painful, and in 
the same two joints the most crippling 
chronic effects are seen. 


Sitting with Bent Knees 


A patient with painful knees is often 
tempted to sit in a low armchair. This 
is hard to get out of and all attempts to 
get out cause pain, so he stays there. 
The flexed position becomes habitual, 
and when the patient goes to bed he 
cannot straighten his knees for long. 
Then a friend advises him to put them 
over a pillow to make them more com- 


fortable; and this too becomes a 
necessity. 
Sitting with knees bent produces 


stretched and wasted extensors and con- 
tracted flexors which will be hard to 
coax to full length again. A patient with 
a flexion deformity of the knees has liter- 
ally to walk on the quadriceps muscles, 
which are stretched like weak bits of 
elastic. The patient may have a low bed 
on which he has to flex his knees and 
hips acutely while sitting on the edge be- 
fore getting up. The strain on the quad- 
riceps is great and he levers himself out 
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of bed: he cannot give himself much 
assistance if his wrists are painful. 

One of the worst cases of flexion de- 
formity which I have seen was in a tall 
girl whose father bought her a small car 
in which to visit her friends. The driver’s 
seat of a small car has every possible fault ; 
it is low and cramped and the occupant 
cannot straighten the knees. 

We can stand with our knees straight 
because they lock in extension and we 
do not use our muscles; prolonged stand- 
ing is not fatiguing. In my parish church 
in Melbourne there is a seat which all 
parishioners avoid. To the casual eye it 
looks like the others, but only visitors to 
the parish ever occupy the seat. The 
reason is that the seat is 3 inches too far 
forwards; when you stand it pushes you 
behind the knees and bends them a little. 
To stand with slightly bent knees, for 
only a few minutes, is sufficiently uncom- 
fortable to make healthy people remem- 
ber it next time they go to the church. 
How difficult therefore must standing be 
for a patient with painful swollen knees 
and weak quadriceps which will not ex- 
tend them! 

A habitually vicious posture damages 
not only muscle; it further damages the 
knee joint by keeping it inflamed. The 
weight is distributed unevenly on the 
articular surfaces. The medial condyles 
of femur and tibia, which are stronger 
than the lateral condyles, do not take 
their share of weight bearing. The lat- 
eral condyles may soften, and the lower 
leg may become abducted and _ twisted 
outward. This is the well-known torsion 
deformity. 

All the tissues of the body need normal 
use in order to preserve their health. 
Articular cartilage needs to be rubbed 
against articular cartilage; the bones of 
the femur and tibia need the stimulus of 
weight bearing. These requirements will 
be fulfilled if the knee is kept straight 
and if the patient walks. 

Prevention is the best treatment; the 
patient should be warned about the bad 
habits that might develop. The knee 
should not be flexed unnecessarily; the 
patient should concentrate on keeping it 
straight most of the time. Many a pa- 
tient has found useful a card with precise 
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instructions on how to look after the 
knees: 

1. Do stiffening exercises twelve times every 
hour to strengthen thigh muscles. 

2. Do not sit with knees bent. Straighten 
them every few minutes when sitting 
or lying down. 

Avoid low armchairs. Have a stool 24” 
high or raise armchair on blocks. 

Never put a pillow under the knees 
in bed. 

Do not walk in slippers or in bare feet. 
On stairs, one step at a time. Going up, 
the good leg first; going down, the bad 
leg first. 

Have crutches on hand for use in 
emergency. 


Treatment of the Knee with Active 
Immobilization 


Nearly every arthritic knee needs con- 
tinuous support for its extensors if 
muscle balance is to be restored. But 
there is a disadvantage; immobilization 
of a joint causes further atrophy through 
disuse. Incessant quadriceps drill is ab- 
solutely necessary. 

Every painful knee should be immobil- 
ized in full extension, either with a cylin- 
drical plaster, which reaches 9 inches 
above and below the knee (fig. 1A), or 
better still with a caliper which is fixed 
on and worn continuously day and night. 
It is a band caliper, that is, it has a band 
around the top of the thigh instead of a 
ring, and the limb bears the weight. The 
muscles are used for their natural pur- 
pose and the articular cartilages get their 
natural stimulus. Quadriceps drill is in- 
cessant. The relief of pain is quite dra- 
matic; the patient with a fixed knee can 
immediately walk without pain. 

If the attack is recent, the splinting 
may be discarded in a few days; if more 
than a few weeks, the knee may be im- 
mobilized for three weeks without any 
harm. Then the caliper may be taken 
off at night and worn during the day. 
Then it is left off for an hour or two 
every day; then for gradually increasing 
periods. Ankylosis does not occur; flexion 
returns in the normal course of events 
(fig. 1B). No active attempts should be 
made to bend the knee; this would flare 
it up again and undo whatever good had 
been done. If two knees are painful, two 
calipers or cylindrical splints may be 
worn and the patient uses crutches. 


Inflammation and swelling invariably 
subside forthwith; the patient is usually 
surprised after a day to find that the 
knee is quite loose in a plaster which had 
fitted closely. 


Correction by Manipulation 


Many flexion deformities can be cor- 
rected with ease under general anes- 
thesia. The correction should be per- 
formed with one firm movement, and the 
knee should be splinted. There is never 
a severe reaction so long as the knee is 
fixed firmly; an “umbrella” of cortisone 
is not necessary. Acute swelling of a 
flexed knee is not a contraindication to 
the correction of the deformity. The pa- 
tient should walk next day. 

If the deformity is recent, and if the 
joint cartilage is intact, a good range of 
flexion will return when the splint is dis- 
pensed with. If the cartilage has dis- 
appeared, the operation is performed to 
get a stable ankylosis in extension, and 
the patient is extremely grateful. 

Too much force will break the fragile 
bones or tear nerves and vessels. Old 
and severe deformities can seldom be 
corrected; sometimes it can be done in 
two stages. The posterior ligaments yield 
at the first attempt, but the resistance of 
the flexor muscles is too great. A plaster 
is applied with the deformity half cor- 
rected; a few days later, under second 
anesthesia, the flexor muscles usually 
yield without any trouble. 


Diagnosis of Arthritis of the Wrist 


The most common cause of inability to 
use the hand is arthritis of the wrist. It 
is also the most common cause of swelling 
of the hand, and of pain in the fingers. 
Without a careful history and examina- 
tion, errors of diagnosis can be made. If 
every joint is examined carefully, a 
tender spot may be found on the volar 
aspect of the wrist. 

Usually an arthritic wrist has lost 45 
degrees of extension; in trying to avoid 
pain the patient has held the forearm 
pronated and the wrist flexed until he 
could not extend it. He may be able to 
prevent wrist-drop during the day, but 
cannot prevent it at night, when the pain 
is worse. 
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Fig. 2— Plaster cast on wrist allows free use of 
fingers and forearm. 


Painful swelling of the wrist can usu- 
ually be abolished by the application of 
a plaster cast with the wrist fully ex- 
tended (fig. 2). The position should be 
halfway between pronation and supina- 
tion, in order that rotary movements 
may be permitted. The thumb and fin- 
gers should be left free and the hand 
should be used as much as possible. Re- 
lief of pain is dramatic, more especially 
if two painful wrists have been treated. 
The swelling of the fingers subsides, and 
in a few days the patient can use the 
hand. The wrist is immobilized for three 
wecks, then a removable plaster splint is 
worn at night and for part of the day. 
Better for part-time wear is a leather 
support, well cocked up and _ strength- 
ened with metal (fig. 3). 


Fig. 3— Leather supports allow use of both wrists. 


The dropped wrist may be corrected 
under anesthesia and plaster applied. 
The improvement in the function of the 
hand is often amazing. Other joints 
(shoulder, elbow) also frequently im- 
prove, and often the whole polyarthritic 
process goes into reverse. 

Most cases of “carpal canal syndrome” 
are in fact arthritis of the wrist. The 
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flexor sheaths are involved in the rheu- 
matic inflammation of the articular and 
periarticular structures, and the sheath 
of the median nerve is affected. Signs of 
median involvement of every degree 
have been relieved forthwith by immo- 
bilization of the wrist. In old-standing 
cases the chief disability may appear to 
come from stiff and atrophied fingers, 
but the wrist has usually been at fault in 
the first place. 


The Nonperfectionist Approach 


I have learned from these patients that 
we should not be perfectionists in our 
approach to arthritis. If there is no hope 
of getting a mobile and weight-bearing 
knee, we tend to get pessimistic. Many 
of us look on a stiff joint as something to 
be ashamed of. But the patient usually 
asks us for two things only: (1) that we 
rid him of pain; (2) that we allow him 
to walk (or to use his hand). Both these 
effects can often be obtained by a non- 
perfectionist approach. Where joints are 
concerned, we should be prepared to cut 
our losses. 

Ankylosis is not an inevitable effect of 
rheumatoid arthritis. Ankylosis develops 
only after a painful deformity has been 
present for a long time. Application of 
plaster at the right time, with or without 
correction of the deformity, prevents 
ankylosis. 


Should Immobilization Be Continuous 

or Intermittent? 

Great respect is paid everywhere to 
the principle of rest for arthritic joints. 
Rest is good, but the technical difficulties 
of applying it are too great. Or we may 
apply a splint to a painful joint, with in- 
structions to the patient to remove the 
splint and move the joint once or twice 
a day. But there is a great difference 
continuous and _ intermittent 
splinting for acutely inflamed joints. In- 
termittent immobilization is extremely 
valuable for arthritic joints which are 
not acutely inflamed, or in which weak- 
ened muscles need support. It gives con- 
siderable help to acutely inflamed joints, 
but continuous splinting gives still more 
help. 

Everyone practices intermittent splint- 
ing, but I believe that for painful knees 
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and wrists they should begin with three 
weeks of continuous splinting. When the 
patient asks us to treat the painful joint, 
we should apply the most effective meas- 
ures. When a splint has been applied, a 
daily movement undoes much of the 
good which splinting has done. If the 
joint needs rest, it needs every possible 
bit of rest it can get, until the object of 
treatment, abaternent of pain and swell- 
ing, has been achieved. 

For damaged joints with wasted 
muscles, intermittent splinting is of ex- 
treme value as a long-term measure to 
prevent deformity. It is necessary also 
when the continuous splinting of knees 
and wrists has come to an end. 


Summary 
Rheumatoid arthritis is characterized 
by acute attacks in individual joints. 


Most of the disability comes from acute 
attacks on knees and wrists, which are 
held flexed until they cannot be straight- 
ened. 


Disabilities of fingers are usually sec- 
ondary to arthritis of the wrist; the most 
common cause of inability to walk is a 
flexion deformity of the knees. 


Flexion deformities can be prevented 
by immobilization of acutely inflamed 
knees and wrists in extension; the hand 
should be used and the leg should be 
walked on. Flexion deformities of knees 
and wrists should be corrected under 
general anesthesia; immobilization then 
should be performed as described. 

If the joint has any cartilage, flexion 
returns after these procedures. If there 
is no cartilage, the patient is grateful for 
a painless ankylosis in good position. 


Information relative to securing reprints of this study may be had 
by checking the Reader Service column on page iv of this issue. 


There are two ways of being happu: We must 


either dirninich our wants or augment our means 


— either may do — the result is the same and it 
is for each man to decide for himself and to do 
that which happens to be easier. 


— BENJAMIN FRANKLIN 
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Mount Vernon 


Mount Vernon —a venerated shrine of American history 


Mount Vernon, the home and last resting place of George Washington, stands in majestic 
dignity above the Potomac River. No other shrine of American history” has more universal 
appeal than Mount Vernon with its authentic colonial charm. Each piece of furniture is either 
an original from the Washington residence or a reproduction complete to the last detail. 
Through the efforts of Mount Vernon Ladies Association, Mount Vernon was restored and is 
now maintained. 


The original Mount Vernon estate, including 5,000 acres along the Potomac River, was 
patented in 1674 to Nicholas Spencer and John Washington, first of the name in America and 
the great-grandfather of George Washington. The families divided the property in 1690. 
Augustine Washington, the father of George Washington, built a home there in 1735. Eventually 
the land and the home itself came into the possession of George Washington. In 1759, he 
married Martha Dandridge Custis, a young widow. Mount Vernon was renovated over a 
period of years and almost up to the date of Washington’s death in 1799. The numerous out- 
buildings where the work of estate was carried on constituted a self-sustaining village. It took 
66 servants to operate the home estate and 150 more to keep the four outlying farms going. 
Most of the latter were field hands. 


At the end of the walk leading from the house group stands the ivy-covered tomb of the 
Washingtons, with an open outer vault containing the two simple marble sarcophagi. In 1855, 
the last family burial was made in the tomb. At that time, the doors were then locked and the 
key was thrown into the Potomac River. 


Mount Vernon today is held in such veneration that every ship of the United States Navy, 
while passing the spot, lowers its flag half-mast. During the Civil War, this ground was held 
neutral by both sides. 
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Marine Corps War Memorial 


“Uncommon valor was a common virtue” . . . Marine Corps War Memorial 


Depicting the famous scene of the flag-raising at the top of rocky Mount Suribachi on 
Iwo Jima during World War II is the Marine Corps War Memorial. The colors are raised on 
the memorial each morning by special detachment of Marines in full dress uniform. The 
colors are lowered each evening. The statue is floodlighted at night. 


This massive monument has become one of the most visited and most photographed shrines 
in the Washington area. It was dedicated November 10, 1954 on the 179th anniversary of the 
United States Marine Corps. It is a national monument to this arm of the service, and to the 
Marines who have given their lives in battle since the Corps was founded in 1775. 


This statue is a recreation of the stirring event recorded by a photographer and which 
became the outstanding symbol of the American effort in World War II. The tribute of 
Admiral Nimitz, “Uncommon valor was a common virtue,” takes on real meaning as one 
views the statue and reads the words inscribed on the granite base. Also inscribed on another 
portion of the base of the statue is the inscription: “In honor and in memory of the men of 
the United States Marine Corps who have given their lives to their country since November 
10; 


This monument is the largest cast bronze statue in the world and the largest monument ever 
attempted by a contemporary sculptor. The six figures of Marines planting the flag are 32 
feet high; the bronze flagpole they are erecting is 60 feet high. The M-1 rifle carried by one of 
the figures is 16 feet long; the carbines are about 12 feet long; and the canteen clipped to the 
belt of another figure, if filled with water, would hold 32 quarts! 
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The Iwo Jima flag-raisers stand on rough Swedish granite which approximates in appearance 
the top of Mount Suribachi. This rock slope is faced on the sides with polished Swedish black 
granite. Burnished into these blocks, in gold lettering, are the names and dates of every 
Marine Corps engagement. 


The Pentagon 


The Pentagon Building 


Headquarters for the United States Department of Defense is the Pentagon, located on the 
Virginia side of the Potomac River. In this tremendous building are the offices of the 
Secretary of Defense, the Secretary of the Army, the Secretary of the Navy, and the Secretary 
of the Air Force, all with Cabinet or sub-Cabinet status. There are also the offices of the joint 
chiefs of staff, the commandant of the Marine Corps, and the staffs and chiefs of staffs for 
all the military services. 


Housing more than 30,000 employees, the pentagonal structure is the largest office building 
in the world. It is twice as large as the Merchandise Mart in Chicago, and has three times the 
floor space of the Empire State Building in New York. Each floor of the building is formed by 
five concentric rings connected by ten spokelike corridors. This tremiendous military nerve 
center for the United States and its allies in the free world is beyond comparison in many 
respects. Although it is strictly a utilitarian structure, it has approximately 30 miles of access 
highways, 200 acres of lawn, parking space for 9,000 automobiles, 150 stairways, 19 escalators, 
3,000 clocks, 550 water fountains, and various other installations. From this building 135,000 
telephone calls are made daily, and 155,000 pieces of mail are cleared through the building 
post office itself. 


The building was erected during World War II and it is regarded as one of the most 
efficient office structures in the world. Although there are 17 miles of corridors, it takes only 
six minutes to walk between any two extremes of the building. Construction of the building 
required 16 months and cost nearly 85 million dollars. After working hours, the building is 
closed to all visitors and security precautions are stringently enforced. 
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Special Events 


The National Cherry Blossom Festival is enhanced by the crown bearer (flanked by guards) who proudly 
displays the valuable pearl crown worn by the festival queen. This crown is a treasured gift from the 
people of Japan to the people of the United States. 


After the coronation . . . the queen and part of her court 
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Washington’s welcome mat, rolled out to invite the visitor every day of the year, is extra- 
tempting during the periods of special events in this most beautiful city. Spring is welcomed 
with one of the finest celebrations anywhere, the renowned National Cherry Blossom Festival, 
usually held early in April. Summer is marked by Washington’s Summer Jubilee, June 15 
through Labor Day. Fall offers the events of the President’s Cup Regatta, including its famed 
“World Series” of unlimited hydroplane racing. And the dignity of the winter season is 


marked by the Christmas Pageant of Peace which includes the lighting of the National 
Community Christmas Tree by the President of the United States. Flower shows, automobile 
shows, home shows, garden tours, Embassy tours, tours of the City’s many shrines, monuments 
and public buildings afford other entertainment during the year. Notable events, such as the 
annual opening of the sessions of the Congress, and the every-fourth-year inauguration of the 
President with its attendant Inaugural Parade on historic Pennsylvania Avenue, are typical of 
the Nation’s First City. 


Places of AC] nterest 


WEST OF THE MALL 


PAN AMERICAN UNION — ORGANIZATION OF 
AMERICAN STATES, 17th Street, Constitution Avenue 
to C Street, N.W., is maintained by the 21 American 
republics. The building, one of the most beautiful 
in the world, contains a fine collection of statuary. 
In the entrance hall is an exquisite Latin patio and 
fountain and a sliding roof of glass which can be 
opened in warm weather. In the Hall of Heroes are 
busts of the great liberators and founders of the 
Latin American republics. In the rear is a unique 
Aztec garden. Open Monday through Friday, 9 a.m. 
to 4 p.m.; Saturday, 9 a.m. to 1 p.m.; Sunday, 1 
p.m. to 5 p.m. 


MEMORIAL CONTINENTAL HALL, 17th Street, C to 
D Streets, N.W., is the national headquarters of the 
Daughters of the American Revolution. A genea- 
logical library and 28 period state rooms are open 
to the public. Tours Monday through Friday, except 
holidays, from 10 a.m. to 3 p.m. No admission. 
Historic items are displayed in the museum. 


CONSTITUTION HALL, 18th Street between C and 
D Streets, N.W., is also the property of the D.A.R. 
Seating 4,000, this fine auditorium is the home of 
the National Symphony Orchestra and is used for 
concerts and other events. 


THE OCTAGON, 18th and New York Avenue, 
N.W., built by Col. John Tayloe from 1798-1800, was 
the executive mansion used by President Madison 
from 1814-15 after the White House had been burned 
by the British during the War of 1812. The building 
curiously is d i h as it has only six 
sides. It is now headquarters of The American In- 
stitute of Architects and contains changing exhibits 
of architecture, sculpture and allied arts. Open 
Tuesday through Saturday, 9 a.m. to 5 p.m.; Sunday, 
2 p.m. to 5 p.m. No admission. 


AMERICAN RED CROSS BUILDING, 17th Street, 
D to E Streets, N.W., dedicated to the women of the 
War Between the States, is headquarters of the 
American National Red Cross. The building has 
several exhibits of interest on the first three floors. 
Adjoining it is a memorial building, dedicated to 


the heroic women of the First World War, which is 
open Monday through Friday, 9 a.m. to 4 p.m. 


CORCORAN GALLERY OF ART, 17th Street, from 
E to New York Avenue, N.W., has an extensive col- 
lection of American paintings, drawings, prints and 
sculpture from the 18th to the 20th century; frequent 
exhibitions of modern arts; and the W. A. Clark 
collection of European paintings and sculpture, rugs, 
tapestries and pottery. Open Tuesday through Fri- 
day, 10 a.m. to 4:30 p.m., Saturday, 9 a.m. to 4:30 
p.m.; Sunday and holidays, 2 p.m. to 5 p.m. No 
admission. 


DEPARTMENT OF THE INTERIOR covers two city 
blocks, from C to E Streets, and 18th to 19th Streets, 
N.W. The Department Museum is open Monday 
through Friday, 7:45 a.m. to 4:15 p.m. Exhibits 
cover phases of natural resource discovery, develop- 
ment use and conservation. Native arts and crafts of 
the American Indian, as well as those of Alaska, 
Hawaii and the Virgin Islands, are on display. Con- 
tact curator for tours. 


THE AMERICAN INSTITUTE OF PHARMACY, 2215 
Constitution Avenue, N.W., is headquarters of the 
American Pharmaceutical Association. Here are lab- 
oratories for developing drug specifications, editorial 
and administrative offices, a technical 
library and pharmaceutical museum. The museum 
and library are open to visitors Monday through 
Friday, 10 a.m. to 4 p.m. 


reference 


LINCOLN MEMORIAL is directly on a line with the 
Capitol and the Washington Monument. Between 
the Memorial and the Monument lie two reflecting 
pools with a combined length of 2,292 feet. The 
stately marble building, designed by Henry Bacon, 
stands just before the Washington approach to 
Arlington Memorial Bridge. The 36 columns, one for 
each state in existence in Lincoln’s time, symbolize 
the Union. Dominating the interior is the colossal 
statue of Lincoln by Daniel Chester French, and on 
the walls are carved the Gettysburg Address and the 
Second Inaugural Address. Murals, by Jules Guerin, 
suggest allegorically the themes of Emancipation and 
Reunion. Open daily, 9 a.m. to 9 p.m. No admission. 
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DUMBARTON HOUSE, 2715 Q Street, N.W., is the 
headquarters of the National Society of the Colonial 
Dames of America. The house, built around 1800, 
contains many rare colonial pieces. Open Monday 
through Saturday, 10 a.m. to 5 p.m.; closed on 
Sunday and holidays. No admission. 


DUMBARTON OAKS PARK occupies 27 acres of 
the former 50-acre estate of Robert Woods Bliss. 
Entrance off M husetts A below White- 
haven Street, or Lover's Lane off R Street between 
30th and 31st. This wooded area, with streams and 
waterfalls, is most attractive from early April to late 
June. Open to pedestrians only, April through 
October, Saturday, Sunday and holidays; 9 a.m. to 
5 p.m. No admission. 


HOUSE OF THE TEMPLE, Supreme Council, 33°, 
(Scottish Rite Temple), 1733 16th Street, N.W., was 
modeled after the Tomb of Mausolus at Halicarnassus 
in Asia Minor. The building itself is of interest, and 
contains collections of both general and Masonic 
interest. Open Monday through Friday 8:30 a.m. to 
5 p.m.; Saturday until noon; closed Sunday and 
holidays. Guided tours are available. 


WASHINGTON CHAPEL (Mormon), 16th Street 
and Columbia Road, N.W., is of Bird’s Eye marble, 
imported from Utah. Guided tours are available by 
advance request only. 


THE PHILLIPS GALLERY, 1600 21st Street, N.W., 
at Q Street, has a distinguished collection of nine- 
teenth and twentieth-century American and European 
paintings. Frequent concerts are scheduled. Open 
daily; no admission. 


ANDERSON HOUSE, 2118 Massachusetts Avenue, 
contains the headquarters and museum of The 
Society of the Cincinnati, founded by Gen. George 
Washington and a group of American Army officers 
in 1783. Membership is composed of one male 
descendant of each officer in the Continental Army 
or Navy during the Revolutionary War. Open Mon- 
day through Saturday 2 p.m. to 4 p.m.; closed 
Sunday and holidays. There is no admission charge 
to enter the house. 


ISLAMIC CENTER (Moslem Mosque), 2551 Mas- 
sachusetts Avenue, N.W., when completed will be an 
institution of Moslem worship, education and culture. 
The minaret, about 160 feet high, and the mosaic 
inscriptions in Arabic of verses from the Holy Koran 
are noteworthy. Call for information on visiting 
hours. Admission to the center is free. 


NAVAL OBSERVATORY, 34th Street and Mas- 
sachusetts Avenue, N.W., occupying a 72-acre plot 
encompassing a complete circle, determines correct 
standard time; publishes official almanacs for 
astronomers and navigators; determines positions 
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GEORGETOWN 


OTHER PLACES IN NORTHWEST SECTION 


DUMBARTON OAKS RESEARCH LIBRARY AND 
COLLECTION, 1703 32nd Street, N.W., contains 
some 50,000 volumes and an art collection of the 
early Christian and Byzantine periods. It was do- 
nated by Mr. and Mrs. Robert Woods Bliss to 
Harvard University in 1940 as a research center and 
incorporated in the District of Columbia under 
Trustees for Harvard University in 1941. Surrounding 
the house are formal gardens. It is closed July 
through Labor Day. 


THEODORE ROOSEVELT ISLAND, a memorial to 
the twenty-sixth president, lies in the Potomac River 
in the area between Key and Memorial Bridges. Park 
naturalist is on duty weekends. A ferry leaves the 
foot of Wisconsin Avenue for the 90-acre island 
from 1 p.m. to 4:30 p.m. on weekends during the 
summer; fare 25c, children 15c. 


and investigates motions of celestial bodies. It main- 
tains one of the finest astronomical and mathematical 
libraries in the world. Open Monday through Friday 
except holidays; conducted tour at 2 p.m. daily. 
Night tours are conducted once a month during the 
full moon on Tuesday, Wednesday and Thursday at 
8 p.m. and 9 p.m., EST. A pass and further in- 
formation about this tour may be obtained by writ- 
ing, or call DEcatur 2-2723, extension 17. Children 
under 12 are not admitted. 


WASHINGTON CATHEDRAL (CATHEDRAL CHURCH 
OF ST. PETER AND ST. PAUL), on the crest of Mount 
St. Alban at M husetts A and Woodley 
Road, N.W., is a fine example of Gothic architecture. 
Owned and administered by the protestant Episcopal 
Cathedral Foundation, the Cathedral when com- 
pleted will rank among the largest in the world. Its 
stained glass windows, created by American crafts- 
men, are very fine. Here are the tombs of Woodrow 
Wilson; Admiral Dewey; the Right Rev. Thomas J. 
Claggett, first Episcopal Bishop to be consecrated on 
American soil; and others of prominence. The 
Cathedral is open daily. Visitors are welcome on the 
Cathedral grounds where the Bishop’s Garden, the 
Herb Garden and Herb Cottage Greenhouse, the 
Cottage Herb Shop, the Pilgrim Steps and the Way- 
side Cross are among the favorite sights. 


ROCK CREEK PARK follows the valley of Rock 
Creek through northwest Washington. It comprises 
nearly 1,800 acres of natural woodland, with 15 
miles of drives, about 27 miles of bridle paths and 
many footpaths. Old Fort De Russey, one of the 
Washington defenses in the War Between the States, 
stands near the fork of Oregon Avenue and Military 
Road, and can be reached on foot or horseback. 
Near the fort on Beach Drive is the log home of 
Joaquin Miller, author of “Songs of the Sierras.” 

Old Pierce Mill, built about 1820 and operated 
until 1897, is north of Park Road. It is now in 
operation as an example of the “undershot” type of 
water-power mill. Visitors may watch the milling 
‘process. 
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ROCK CREEK NATURE CENTER is one block east 
of Connecticut Avenue and is just north of the 
National Zoological Park. Open Saturday 9:30 a.m. 
to 4:30 p.m.; Sunday 1 p.m. to 4:30 p.m. 


NATIONAL ZOOLOGICAL PARK adjoins Rock 
Creek Park with entrances on Connecticut Avenue 
and Adams Mill Road. The 175-acre tract affords 
a natural background for the fine collections of 
mammals, reptiles and birds. There are four modern 
exhibition buildings and others less modern, and 
many outdoor enclosures in which are housed nearly 
3,000 animals 800 different 
kinds. The grounds are open from daylight to dark. 


representing almost 


THE ARMED FORCES INSTITUTE OF PATHOLOGY, 
6825 16th Street, N.W., on the grounds of Walter 
Reed Army Medical Center, is the central laboratory 
of pathology for the Department of Defense and 
other Government agencies agreed upon by the 
Department and concerned. Oldest 
component of the four major departments of the 
AFIP, the Medical Museum, 9th and Independence 
Avenue, 1862. Exhibits include 
diseases and injuries of war inflicted by weapons 
ranging from arrowheads and stone axes to atomic 


the agency 


was founded in 


NORTHEAST 


NATIONAL SHRINE OF THE IMMACULATE CON- 
CEPTION, on Catholic University campus, Michigan 
Avenue at 4th Street, N.E., Brookland, D. C., will be 
the largest Catholic building in the Western Hemi- 
sphere and one of the great basilicas of the world 
when completed. The northern and southern crypts, 
two large sacristies and the basement are finished 
after more than 20 years of work. The shrine is 
designed after Romanesque and Byzantine ecclesias- 
tical architecture. Among many works of art is a 
mosaic reproduction of Murillo’s “Immaculate Con- 
ception’’ and “Queen of the 
Universe.’ The walls and columns of the Memorial 
Chapel are covered with memorial tablets. In the 
west transept is a miniature Grotto of Lourdes. Open 
7 a.m. to 8 p.m.; services daily. 


Ivan Mestrovic’s 


FRANCISCAN MONASTERY, 14th and Quincy 
Streets, N.E., on Mount St. Sepulchre, is about one- 
half mile from Catholic University. It is the 
“Memorial Church of the Holy Land,” where the 
holy places of the old world have been reproduced; 
these include the Bethlehem Grotto, the Holy Sepul- 
chre, the Catacombs, the Garden of Gethsemane, the 
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explosions, human and animal pathology and ana- 
tomical and embryological material. 
houses one of the world’s largest collections of old 
microscopes, as well as collections of other medical 


The museum 


instruments. Motion pictures on medical topics are 
shown on Sunday. Guided tours and lectures on the 
history of medicine are offered. Open daily 9 a.m. 
to 5 p.m. No admission. 


NATIONAL BUREAU OF STANDARDS, Connecticut 
Avenue and Van Ness Street, N.W., is the principal 
government agency for basic research in physics, 
chemistry and engineering. Guided 
tours of the bureau must be arranged in advance. 


mathematics, 


ROCK CREEK CEMETERY, Rock Creek Church Road 
and Webster Street, N.W., was established in 1719. 
This is the oldest cemetery in the District, and con- 
tains St. Paul’s Church, the oldest church in the 
District. Most noted of the memorials is the figure 
commonly known as ‘Grief,’ by Augustus Saint- 
Gaudens. Other notable memorials 
Ffoulke memorial, ‘‘Rabboni,’’ by Gutzon Borglum, 
and the Boardman memorial, ‘Journey of Life,’’ by 
James Earle Fraser. 
8 a.m. to dusk. 


include the 


The cemetery is open from 


SECTION 


Way of the Cross, the Tomb of the Blessed Virgin 
and the Grotto of Lourdes. Open daily 6 a.m. to 
9 p.m.; guide service available 8 a.m. to 5 p.m. 


ANACOSTIA PARK 
Anacostia River, in 


lies on both sides of the 
the northeast and 
sections of the city. In 1608, a year after Jamestown 
was founded, Capt. John Smith made his way up the 
Potomac River where he found the large Indian 
village of Nacotchtank in what is now Anacostia 
Park. The park covers 750 acres, and contains a 
bird sanctuary, Kenilworth Aquatic Gardens, 2 public 
golf courses, tennis courts, a swimming pool and 
baseball and football fields. 


southeast 


U. S. NATIONAL ARBORETUM, M Street and 
Maryland Avenue, N.E., was established to conduct 
research with woody plants and to study all types 
of trees that can be grown in the area. A net- 
work of roads and foot trails enables visitors to 
observe thousands of plants arranged 
patterns. 


in varied 
The arboretum contains one of the most 
extensive azalea plantings in the nation. Open by 
appointment. 


SOUTHWEST SECTION 


FORT LESLEY J. McNAIR is at 4th and P Streets, 
S.W. This scenic Army post, founded in 1784, houses 
the National War Colleges and the Industrial Col- 
lege of the Armed Forces. 


BOLLING AIR FORCE BASE, on the south side of 
the Anacostia River, at its junction with the Potomac, 
is the headquarters base of the U. S. Air Force's 
globally diffused Headquarters Command. It is one 
of the oldest air bases in the country. The main 


entrance is at South Capitol and Portland Streets. 
The U. S. Naval Air Station is adjacent. Visitors are 
welcome. 


FORT WASHINGTON, 12 miles from the city on a 
34l-acre reservation on the Maryland side of the 
Potomac, occupies the site of the earliest fortification 
erected for the defense of the National Capital. 
Museum is open daily May through September. The 
fort and picnic areas are open all year. 


‘ 
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NEARBY VIRGINIA 


ARLINGTON NATIONAL CEMETERY is reached by 
the Arlington Memorial Bridge from the Lincoln 
Memorial. 


MARINE CORPS WAR MEMORIAL, on a promon- 
tory overlooking the Nation’s Capital, is a 78-foot, 
100-ton reproduction of Joseph Rosenthal’s Iwo Jima 
flag raising photo. The huge figures were cast in 
bronze from a model by Felix de Weldon. 


MOUNT VERNON is 16 miles south of Washington 
via the Mount Vernon Memorial Highway. 


FORT MYER is headquarters for the 3rd “Old 
Guard” Infantry Regiment. 


PENTAGON BUILDING, reached by Arlington 
Memorial or Highway Bridge, is the world’s largest 


Wwe meet 


office building. Covering a total ground area of 34 
acres, the building has a gross area of 6,545,900 
square feet. Its five floors, mezzanine and basement 
contain 3,704,013 square feet of office space, with 
17% miles of corridors. The building is occupied by 
branches of the Department of Defense. 


WASHINGTON NATIONAL AIRPORT, 3% miles 
south of the city, on the west bank of the Potomac, 
is one of the busiest air terminals in the country, 
handling both domestic and international flights. It 
is the only federally owned civilian airport in the 
United States and is operated by the Civil Aero- 
nautics Administration. A close-up view of air 
operations is available from the observation gallery; 
admission ten cents. 


in washington, d 
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editorial 


Medical Direction for 
Physical “Therapy Schools 


At a recent meeting*, the Conference of Medical Directors of Schools of Physical 
Therapy approved the following statement defining the qualifications and re- 
sponsibilities of a medical director of a curriculum in physical therapy: 


“Physical therapy is an integral and inseparable part of the practice of 
medicine and, therefore, both the education of and practice by a physical 
therapist should be under medical supervision. It seems apparent that the 
supervision of an educational program should be provided by a physician 
with knowledge of physical therapy who is actively engaged in prescribing 
and supervising physical treatment. 


“To qualify as a medical director of a curriculum in physical therapy the 
physician should: (a) be fully licensed to practice medicine in the State in 
which the school is located; (b) have had graduate training or equivalent 
education and experience that encompass medical aspects of the physical 
therapy curriculum; (c) have a teaching appointment in the educational in- 
stitution responsible for the program; (d) maintain a direct and continuing 
contract with the educational program; (e) engage in clinical practice in- 
volving frequent use of physical therapy; and (f) actively participate in the 
periodic evaluation of the philosophy and the objectives of the school as 
relating to the training of physical therapists. 


“The medical director of a curriculum in physical therapy should be ad- 
ministratively responsible for the organization, continued development, and 
overall effectiveness of the curriculum. The actual direction of the curriculum 
is delegated in large part to the educational administrator who is responsible 
directly to him and who functions with his advice and approval. Together 
they should develop administrative policy regarding operating funds, per- 
sonnel, space requirements, equipment, recruitment, etc., in accordance with 
established policies of the institution concerned. Specifically the medical 
director should: (1) maintain direct contact with the educational administra- 
tion of the institution in order to administer the curriculum with the advice 
and approval of those responsible for the educational programs of the in- 
stitution; (2) be directly involved in the planning of the curriculum design 
and content; (3) actively participate in the teaching program; aiid (4) be a 
member of any committee dealing with students, their selection, admission, 
disciplining, and graduation.” 


By action of the Conference of Medical Directors, this statement was sub- 
mitted to the Council on Medical Education and Hospitals of the American Med- 
ical Association with the recommendation that this definition be adopted by the 
Council and incorporated in the Essentials of an Acceptable School of Physical 
Therapy, which is published by the American Medical Association. 
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That physical therapy is part of the practice of medicine is generally agreed. 
Based upon this premise, the medical specialty of physical medicine and re- 
habilitation has received wide acceptance by medical educators, practicing phy- 
sicians, and the lay public. For many years, the Council on Medical Education 
and Hospitals has inspected and approved schools of physical therapy and has 
established standards to guide in setting up such educational programs. If it 
were not convinced that physical therapy was an integral part of medicine, 
there would be no reason why the American Medical Association through its 
Council should be concerned with such programs. In its Code of Ethics, the 
American Physical Therapy Association declares (Article |, Section 1): “Physical 
therapy is a medical service and therefore is regarded as an integral part of 
this field.” 


There is general agreement that practice by a physical therapist must be under 
medical direction. The Essentials of an Acceptable School of Physical Therapy** 
state: “Therapists should be trained in these schools to work under the direction 
of qualified physicians and not to practice independently.” “Clinical training 
and experience should be only in physical therapy departments which are under 
the direction of physicians whose qualifications are acceptable to the Council 
on Medical Education and Hospitals.” The Code of Ethics of the American Phys- 
ical Therapy Association states in Article |, Section 1: “The physical therapist 
shall carry on the techniques of the profession only with adequate and specific 
medical direction.” 


Despite agreement that physical therapy is part of the practice of medicine 
and that the physical therapist must work under medical direction, there has been 
no previous statement formulated to specify in detail the amount and extent 
of medical direction required in an educational program for physical therapists. 
Section |, subsection 3, of the Essentials of an Acceptable School of Physical Therapy 
contains only a brief paragraph regarding the medical director, namely: 


“A physician who is a physiatrist or other physician whose qualifications 
are acceptable to the Council on Medical Education and Hospitals, shall be 
responsible for the organization, periodic review, continued development 
and general effectiveness of the educational program. These functions shall 
be carried out with the educational administrator and in accord with the 
established policies of the institution or institutions concerned. Schools may 
wish to appoint a medical advisory committee to assist in formulating these 
policies.” 


This statement has been interpreted with considerable latitude by various 
schools of physical therapy. In many, the medical director has actively par- 
ticipated in all phases of the educational program, including personally given 
lectures to the student physical therapists. However, in some schools, due no 
doubt in part to limitations imposed upon him by other clinical, teaching and 
administrative responsibilities, the medical director has had little direct contact 
on a day to day basis with the training program. Such a situation is most un- 
fortunate since physical therapists are not likely to realize fully their relation- 
ship to the practice of medicine and the need for medical direction unless they 
actually experience medical direction throughout their training program. A 
few schools have even substituted for the medical director a medical advisory 
committee of representatives of various medical specialties who meet period- 
ically, probably no more than once or a few times a year, to give “medical 
direction” to the teaching program. Division of administrative responsibility 
among members of a medical advisory committee results in no medical direction 
for a program. Such an arrangement is incompatible with the stated objectives 
of physical therapy education formulated by the Council on Medical Education 
and Hospitals of the American Medical Association. Because of the confusion 
regarding the role of the medical director, the statement prepared by the Con- 
ference of Medical Directors of Schools of Physical Therapy is most timely and 
necessary. 


: 
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The qualifications and responsibilities of the medical director, as set forth in 
this statement, are logical and fair. It should be noted that there is no require- 
ment that the medical director be certified by a specialty board but that he be 
competent for such a position by reason of past experience, present status, and 
personal willingness to give effective medical direction to the curriculum in 
physical therapy. The Conference of Medical Directors of Schools of Physical 
Therapy is to be commended for its effort in formulating this statement. 


—Paul A. Nelson, M.D. 


*Held at the Palmer House, Chicago, February 6, 1960. The Conference of Medical Directors of Schools 
of Physical Therapy, which was organized in 1954, meets at the time of the annual meeting on Medical 
Education and Licensure of the American Medical Association to discuss matters pertaining to medical 
direction of curricula in physical therapy. 

**Prepared by the Council on Medical Education and Hospitals of the American Medical Association [re- 
vised to Dec. 1, 1955, originally published JAMA 107:676 (Aug. 29) 1936]. 
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This systematic abstracting and indexing of selected journals is made possible by a grant from 
the American Rehabilitation Foundation, a subsidiary of the Sister Elizabeth Kenny Foundation. 


JOURNAL OF BONE AND JOINT SURGERY. Vol. 42A, Jan. 1960. 


© The Effects of Continued Compression on Living Articular Cartilage. R. B. 
Salter, and P. Field. pp. 31-49. 


It has been the observation of the authors that immobilization of a joint in a forced position 
results in a high incidence of joint degeneration occurring at a later time. To test the hypothesis 
that these joint changes were secondary to compression of the cartilage, joints of monkeys and 
rabbits were subjected to compression by clamps and by immobilization in a forced position. 
One hundred thirteen compressed joints were studied, 19 of which were unclassifiable because 
of complications resulting from vascular insufficiency, septic arthritis and other conditions. Of 
the remaining 94 joints, 87 showed classifiable lesions. The lesions were graded from gross and 
microscopic examination and varied from superficial necrosis to loss of the full thickness of 
articular cartilage. All joints subjected to continuous compression for six days or longer showed 
lesions and in one animal, cartilage changes occurred after just three days of compression. The 
lesions produced by simple immobilization of the joint in a forced position were similar to 
those produced by clamp compression. The articular lesion has been designated a pressure 
necrosis of cartilage which the author concludes is the result of interference with the diffusion 
of nutritive fluid from subchondral vessels through the intercellular substance of the cartilage 
The necrosis is probably irreparable and may interfere with growth of the epiphysis. It also 
may act as a starting point in the development of degenerative arthritis. 


© Clinical and Electromyographic Evaluation of Patients with Anterior Trans- 
position of Peroneal Tendons. W. H. Blodgett, and S. J. Houtz. pp. 59-76. 


Electromyographic studies were performed on the tibialis anterior, extensor digitorum longus, 
tibialis posterior, peroneus longus, peroneus brevis, gastrocnemius, and flexor digitorum longus 
of nine children subjected to anterior transposition of the peroneus longus tendon. These 
children had weakness in dorsiflexion and a dynamic valgus deformity secondary to polio- 
myelitis. Only children with residual paralysis limited to the leg under study were chosen. 
A common pre-operative electromyographic finding was an increase in the amplitude of the 
action potentials and a loss of rhythmic activity in the weak muscles. This was particularly 
true in the long extensors of the toes and tibialis anterior and least marked in the gastroc- 
nemius muscle. After surgery the electrical activity normally present in the peroneus longus 
during the stance phase of walking usually shifts to the swing phase of walking. In one pa- 
tient a progressive and complete transition of activity to the swing phase was demonstrated 
by a series of electromyograms recorded over a period of eight and one-half months. 


In this series a good functional result occurred in patients whose electromyograms demon- 
strated partial or a complete shift of activity of the transposed muscle to the swing phase of 
walking. However, good results were also obtained in some patients not showing dorsiflexion 
activity in the swing phase. All patients with poor functional results had poor electromyo- 
graphic evidence of transplant activity in the swing phase of walking. The inability of the 
central nervous system to adjust to modified and altered proprioceptive stimuli may be a 
factor in the successful functional results of this operative procedure; however, elimination 
of the dynamic valgus action of the peroneal muscle group and tendodesis effect of the trans- 
plant also play an important role. 


Adductor myotomy and obturator neurectomy for the correction of adduction con- 
tracture of the hip in cerebral palsy. Bank, H. H., and W. T. Green. p. 111. 
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Pathological fractures of the spine. Etiology and diagnosis. A review of 105 cases. 
Nicholas, J. A.; P. D. Wilson, and R. Freiberger. p. 127. 


In vivo osteocyte death. Frost, H. M. p. 138. 


AMERICAN JOURNAL OF PHYSICAL MEDICINE. Vol. 38, Dec. 1959. 


© Clinical Considerations on Innervation of Skeletal Muscle. G. Wohlfart. pp. 
223-230. 


In diseases where there is slow destruction of the lower motor neuron such as amyotrophic 
lateral sclerosis, poliomyelitis, and herniations of the nucleus pulposa, there can be collateral 
regeneration, an ingrowth of nerve fibers from an intact motor unit to an area of denervation. 
The reinnervation of the denervated fibers occurs within two weeks and maturation of the 
sprouts takes several months. 


Electromyographic examination indicates a relationship between the mean size of the motor 
unit and the mean duration of the action potential in the same muscle. In muscles with a 
greater number of fibers per motor unit the action potentials are of longer duration. In a 
pathological state such as in the myopathies, the short duration of the action potentials prob- 
ably is because there are less fibers per motor unit. Conversely the prolonged duration of the 
action potentials in the lower motor neuron diseases may be secondary to collateral sprouting 
with enlargement of individual motor units. Another interesting electromyographic finding is 
the numerous polyphasic potentials appearing in recently innervated muscle. This is explained 
by the fact that outgrowing fibers are thin and the neuromuscular junctions immature. Con- 
duction velocity is therefore retarded and varies from branch to branch — hence the _ poly- 
phasia. Collateral regeneration may also be the cause of polyphasic potentials. 


© The Muscular Hypotonia of Infancy. S. Thieffry. pp. 231-238. 


Infantile spinal muscular atrophy of Werdnig-Hoffmann is the most common cause of muscular 
hypotonia in infants. Three forms of the disease are recognized in this study. (1) A congenital 
or a precocious form of spinal amyotrophy in which the disease has commenced during the 
last month of pregnancy or during the first month of life. (2) An infantile form of spinal 
muscular atrophy with an onset after birth and with a paralysis that therefore can be 
witnessed by observers. (3) Formes frustes which is a rare atrophy confined to the lower 
extremities. 


The author feels that prognosis is grave in most instances and that the prognosis is dependent 
upon the involvement of the respiratory muscles. Since the diaphragm is never paralyzed in 
Werdnig-Hoffmann’s disease, respiratory problems develop because of an inability to cough 
and clear secretions from the lungs. 


Another reason for mortality is the development of contractures leading to deformities causing 
the patient to become bedridden. Of 40 patients the author followed, 9 are still living, their 
ages ranging between 2 and 11 years. 


The author stresses the importance of the muscle biopsy for diagnosis. In Werdnig-Hoffmann’s 
disease the muscle fibers are of unequal size, the majority being slender, and atrophied, 
whereas in muscular dystrophy there is an assortment of normal, atrophic and hypertrophic 
muscle fibers. These children are also of normal intellect which differentiates them from the 
hypotonias associated with intellectual retardation, i.e., mongolism, tay-sachs-amaurotic idiocy, 
and others. 


Microwave exposure of the human female pelvis during early pregnancy and prior 
to conception. Rubin, A., and W. J. Erdman II. p. 219. 


Functional organization of the afferent innervation of muscle studied in man by 
monosynaptic testing. Paillard, J. p. 239. 


The physio-pathology of neuromuscular transmission and the tropic influence of 
motor innervation. Desmendt, J]. E. p. 248. 


SURVEY OF SELECTED LITERATURE 
ACTA ORTHOPAEDICA SCANDINAVICA. Vol. 29 (Part |), 1959. 


© Snapping Scapula and Sprengel’s Deformity. Ivar Alvik. pp. 10-15. 


Sprengel’s deformity is a congenital deformity in which the affected scapula is smaller than 
usual and elevated with the upper edge far above the first rib. Both congenital and secondary 
changes are found in the muscles; often congenital changes are found in the cervical column 
and ribs. The author divides the deformity into two types. In type I, the upper medial corner 
of the scapula is connected to the cervical column by the os omovertebrale. The joint con- 
nection is a kind of syndesmosis. In type II, the upper medial part and corner of the scapula 
are bent forward in hook fashion and rest across the first rib. Moreover, the scapula is fixed 
to the surroundings by fibrous strips. In cases where the upper medial corner of the scapula 
is bulbously thickened, the author calls it snapping scapula of type I. During movement of 
the scapula the thickening slips over the ribs. This produces an easily audible snapping. It 
can also cause irritation and reactive changes such as bursa formation. In type II, the medial 
corner of the scapula is bent in the shape of a hook. In movement of the scapula, the point 
slips over the ribs and produces the snapping sound. Sometimes irritation occurs. Surgery is 
employed for correction of the deformity. 


Influence of some plant enzymes on epiphyseal cartilage. Hulth, A., and O. Westerborn. 
p. 1. 


Fatigue fractures of the lower extremities. Rengman, E. p. 43. 
The etiology of congenital clubfoot. Orofino, C. p. 59. 


Iliac gland biopsy in suspected tuberculosis of the hip. Ladehoff, A. p. 71. 


ACTA ORTHOPAEDICA SCANDINAVICA. Vol. 29 (Part Il), 1959. 


© Clinical Observation and Evaluation of Conservative Treatment of Acute Low 
Back Pain Due to Dise Lesion. H. Haimovici. pp. 98-107. 


Because of the frequency of unsatisfactory results of surgery in disc lesions, the author evalu- 
ates conservative treatment in acute low back pain with sciatica. Ninety patients (67 male 
and 23 female) presenting the acute clinical pattern of disc lesion were studied. Most of the 
patients were between 41-50 years of age. Physical strain at the onset of the syndrome was 
noted in 85 of the patients. Persons performing light tasks were more susceptible to consider- 
able strain and to acute disc condition. Low back pain with sciatica was reported in 54 cases. 
Low back pain alone was reported in 34 cases, and sciatica alone was reported in two cases. 
Neurological findings were evident in 40 patients. X-rays revealed narrowing of the intervertebral 
space in 60 of the 90 patients. Of this group, 21 patients had their first attack while 69 
patients had recurrent attacks of acute low back pain. The treatment was evaluated by es- 
timating its effect on pain, function and the individual’s ability to return to work. 


Treatment with ACTH and cortisone was found to be disappointing. The use of Vitamin 
B-12 and X-ray treatments were also of no value. Epidural block was tried in several instances, 
and sometimes produced immediate relief of pain over a long period of time. This may be 
due to a rise of pain threshold, usually lowered for the compressed root, or by blocking of 
the many reflex pain pathways from the trigger area. In difficult cases a plaster jacket was 
applied to the patient; a spinal brace was later used. Manipulation was found to be of great 
value in a small number of carefully selected cases. Pelvic traction also proved to be worthwhile. 


Iontophoresis with aconitine was tried. It gave remarkable relief in one-half of the treated 
patients. Of the patients under treatment, 91 per cent experienced complete relief and were 
returned to full function; 6 per cent were considerably improved and 2 per cent showed no 
improvement at all. This percentage was found to need surgery. Of the 90 patients reviewed, 
84 returned to their previous work and 6 had to find new fields of endeavor. 
Operated case of recurrent dislocation of the atlas. Eriksson, B. p. 85. 
Arthritis in the manubristernal joint after trauma. Lindholm, G. p. 90. 


Osteitis condensans ossis ilii. Rojko, A., and Farkas, K. p. 108. 
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JOURNAL OF BONE AND JOINT SURGERY. Vol. 41B, Nov. 1959. 


© Congenital Dysplasia of the Hip. R. Leffmann. pp. 689-701. 


The author reviews the treatment of 80 infants with congenital dysplasia of the hip. There 
were 28 boys and 52 girls in the study and in one-third of the cases both hips were affected. 
The diagnosis was made before six months of age in 75 of the 80 cases. 


Two physical signs were relied upon for diagnosis: (1) actual jumping of the femoral heads 
from the sockets when the hips were brought into the frog position and (2) limitation of 
abduction. Little value was placed on such classical signs as asymmetry of body contour, ob- 
liquity of the vulva, spontaneous outward rotation of the legs and unequal skin folds of the 
thighs. Radiographic findings could be equivocal especially in the younger infant where ossifica- 
tion of the femoral heads had not occurred. Such examination findings as a slanting or de- 
fective acetabular roof, absence or equal size of the ossification centers of the femoral heads 
or irregularly shaped ossification centers were findings that suggested dysplasia of the hips. 


The author departed from conventional treatment of these children in that no treatment was 
used. Instead the patients were examined and x-rayed at monthly or two-monthly intervals. 
If there was any question that the condition was worsening, as was the case in five children, 
the patient was immobilized in Dennis-Brown splints at night. A deadline of eight months of 
age was set to determine whether further treatment would be necessary or whether weight 
bearing could begin. Of the 80 children, only nine children showed a full dislocation at eight 
months. The other children began weight bearing with apparently no symptomatic residuals 
of their disease. 


The author feels that by far the greatest majority of patients with congenital dysplasia of the 
hip become normal spontaneously and that only a few of them will deteriorate into a true 
state of dislocation. He therefore feels that subjecting the child to many months in a cast or 
in pillow splints is unnecessary if the patient is followed carefully. 


© Infantile Structural Scoliosis. J. I. P. James; G. C. Lloyd-Roberts, and M. F 
Pilcher. pp. 719-735. 


The authors report 212 infants who developed idiopathic scoliosis before the age of three 
years, the diagnosis being established by exclusion of congenital anomalies through early radio- 
graphs taken before distortion and deformities occur. 


There are two types of infantile structural scoliosis, progressive and resolving. The former de- 
velops rapidly and relentlessly causing severe deformity, marked dwarfing and shortening of 
life. The resolving type resembles the progressive in the early stages but disappears spon- 
taneously in the first few years of life. 

In the children with progressive scoliosis the authors found 111 with thoracic curves. Males 
were most common and 80 per cent of the curves were left-sided. The most common site of the 
primary curvature was between the 5th and 12th thoracic vertebra. When first seen the curve 
is likely to exceed 20 degrees and it rapidly becomes worse during the first few years of life. 
Prognosis was difficult to establish because most of the patients were treated with Milwaukee 
jackets or spinal fusions before the curve deteriorated. However, two children reached skeletal 
maturity without operations and had curves of over 150 degrees. In 13 children two primar: 
curves were found. Both curves can be present initially or the thoracic curve may develop 
slowly during the first three years of life with the lumbar curve appearing later. With twe 
primary curves the prognosis is better. 


In this series there were 77 cases of infantile structural resolving scoliosis; however, the authors 
feel the frequency is considerably greater since 77 per cent of the patients seen at one hos- 
pital had this type of curvature. The main characteristics of this curve is a spontaneous dis- 
appearance without treatment usually in the first few years of life. It is more prevalent in boys 
than girls in the ratio of 50 to 27. There were 65 left-sided curves and 12 right-sided curves 
with 72 of the curves being thoracic. One of the curves was noted at birth but 73 occurred 
in the first year of life. The highest incidence occurred between the fourth and tenth months. 
Most of these curves had disappeared by five years of age. More than half the patients had 
a maximum curve between 11 and 20 degrees. Compensatory curves were never seen. As they 
resolved the lateral curvature disappeared first leaving the only rotation which eventually 
disappeared. 


Monarticular, non-infective, subacute arthritis of the sternoclavicular joint. Bemner, 
R. A. p. 749. 


Avascular necrosis complicating undisplaced fractures of the neck of femur in 
children. Durbin, F. C. p. 758. 
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Fracture dislocation of the thoracolumbar spine. Zadik, F. R. p. 772. 


The normal vascular supply of the vertebral column in the growing rabbit. Amato, 
V. P., and R. Bombelli. p. 782. 


The vascular anatomy of the spine and its relationship to pyogenic vertebral osteo- 
myelitis. Wiley, A. M., and J. Trueta. p. 796. 


Club foot. Wiley, A. M. p. 821. 


ANNALS OF PHYSICAL MEDICINE. Vol. 5, Nov. 1959. 


© 6-a-methyl Prednisolone in the Treatment of Rheumatoid Arthritis. M. Thompson. 
pp. 122-127. 


Fourteen patients with rheumatoid arthritis stabilized on prednisolone therapy were transferred 
to triamcinolone and subsequently to 6-a-methyl prednisolone. The period of treatment with 
triamcinolone and 6-a-methyl prednisolone was at least two weeks. The dosage of these two 
steroids was kept at 80 per cent of the prednisolone dosage. Measurements of hand grip, blood 
pressure, weight and erythrocyte sedimentation rate, as well as evaluations of disease activity 
and functional capacity, were made. For these short term trials no striking difference was ob- 
served between prednisolone, 6-a-methy! prednisolone, and triamcinolone as far as anti-rheumatic 
activity was concerned. A fall in blood pressure and weight loss was noted in 50 per cent of 
the patients during triamcinolone therapy. Dyspeptic symptoms developed during 6-a-methyl 
prednisolone therapy in three patients who previously tolerated prednisolone without dyspepsia. 


© Rehabilitation of Malleolar Fractures of the Tibia and Fibula. P. J. R. Nichols, 
and J. G. Parrish. pp. 128-140. 


During a ten-year period 191 patients with uni-bi-or tri-malleolar fractures of the ankle were 
seen at two rehabilitation centers. The rehabilitation program was directed at developing cor- 
rect ambulation either in plaster or in the immediate post-plaster stage followed by the de- 
velopment of sufficient calf muscle power and ankle motion to allow the patients to run and 
jump without difficulty. Only two per cent of the patients were unable to return to full or 
modified duty. Where over two weeks elapsed from the time of removal of plaster and the 
time of transfer to a rehabilitation center, a delay of four to six weeks in full recovery re- 
sulted. This delay was due partly to a delay in the dispersion of post-plaster edema and to 
a delay in the development of calf muscle power. When rehabilitation measures were intro- 
duced before two weeks elapsed after removal of plaster, complete functional recovery was 
attained within six weeks. Thirty-three per cent of the patients developed post-plaster edema 
which was controlled best with an elastic webbing bandage. Organized exercises in plaster did 
not result in a quicker return in ability to walk, jump or run. 


The value of mucoprotein levels and other serological reactions in rheumatoid 
arthritis. Feldman, C.; E. V. Hess, and R. L. Markham. p. 113. 
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NEUROLOGY. Vol. 10, Jan. 1960. 
© Dystrophia Myotonica. N. Pachomov, and J. E. Caughey. pp. 28-37. 


Electromyograms of the long flexor muscles of the fingers were studied at rest, during a five 
second contraction, and immediately after relaxation in six patients with dystrophia myotonica. 
In five patients spontaneous electrical activity consisting either of a continuous discharge or 
bursts of single high voltage spikes of variable frequency was present. Interpretation of the 
exact end point of the myotonia after grip relaxation was therefore difficult. The effect of six 
drugs on the duration of the myotonia and of the electrical activity at rest was studied. Pro- 
caine amide, quinine sulfate, and glucocorticoids showed the greatest effect in decreasing spon- 
taneous activity and in reducing the duration of the myotonia. The action of these drugs at 
the muscle fiber membrane reduces permeability to increase the potassium uptake of the 
muscle fiber. 
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© X-ray Radiation of Experimental Lesions of the Spinal Cord. C. E. Turbes; 
L. W. Freeman, and D. C. Gastineau. pp. 84-89. 


Spinal cord transections at the level of the 8th and 9th thoracic vertebrae were performed 
on 61 adult dogs. Thirty-eight animals received postoperative radiation either immediately 
after surgery or on the first, second or third postoperative day. Six animals received two 
courses of radiation therapy, one immediately after surgery and another one week later. One 
thousand rads was delivered to the operative site at each treatment. 

The control and radiated animals survived from about one to four months except for the six 
radiated animals subjected to a total of 2000 rads; four were sacrificed at one year, one at 
one and one-half years and one at three and one-half years. At death or at the time of sac- 
rifice, the spinal cord specimens were examined histologically. In the animals receiving radia- 
tion therapy, connective tissue was lessened throughout the entire path of the surgical ap- 
proach. Spinal cord scarring was reduced in the radiated animals who received their treatment 
either on the second or third postoperative day. The decrease in density and vascularity of 
the scar in the treated animals was more marked the longer the animal was carried after sur- 
gery. The animals receiving two courses of radiation showed an even greater decrease in 
collagenous connective tissue. 


A clinical and pathologic study of akinetic mutism. Cravioto, H.; J. Silverman, and 
I. Feigin. p. 10. 


Dissecting aneurysms of intracranial arteries. Scott, G. E.; K. T. Neubuerger, and 
J. Denst. p. 22. 


Reserpine in Huntington’s chorea. Kempinsky, W. H.; W. R. Boniface; P. P. Morgan, 
and A. K. Busch. p. 38. 


Ischemic neuropathy in necrotizing arteritis. Holt, G. W. p. 43. 


Symptoms and diagnosis of diastematomyelia. Perret, G. p. 51. 


Procaine-oil-wax pallidotomy for double athetosis and spastic states in infantile 
cerebral palsy. Narabayashi, H.; H. Shimazu; Y. Fujita; S. Shikiba; P. Nagao, and N. 
Nagahata. p. 61. 
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THE R. D. GRANT 


“ETIOLOGY OF DECUBITUS ULCERS” 


COMPANY 


for the hest paper on 


The R. D. Grant Company of Cleveland, makers and sole 
distributors of Alternating Pressure Point Units, offers a cash 
award of $1,000.00 through the American Congress of Physical 
Medicine and Rehabilitation for the best paper on “Etiology of 
Decubitus Ulcers’, to be presented at the 3rd International 
Congress of Physical Medicine, August 21-26, 1960 at 
Washington, D. C. 


The following rules and regulations apply to the contest: 


1. 


This competition is open to all persons except 
Members of the Boards of Governors of the 
American Congress of Physical Medicine and 
Rehabilitation, American Academy of Physical 
Medicine and Rehabilitation and the Program 
Committee of the 3rd International Congress of 
Physical Medicine. 


- Manuscripts must be in the office of the Ameri- 


can Congress of Physical Medicine and Rehabili- 
tation, 30 N. Michigan Ave., Chicago 2, Ill., not 
later than May 2, 1960. This deadline will be 
rigidly maintained. 


The essay must not have been published 
previously. 


Essays will be judged on original work, contri- 
bution to knowledge of this subject and clear 
exposition of the facts. Contributions should not 
exceed 6000 words (exclusive of headings, refer- 


ences, legends for illustrations, tables, etc.) and 
the number of words should be stated on the 
title page. Seven copies of the manuscript must 
be submitted — two original copies and five 
carbon copies. No papers will be returned. 


. The winning contribution will be determined by 


the Program Committee of the 3rd International 
Congress of Physical Medicine. 


. All contributions will become the property of the 


American Congress of Physical Medicine and 
Rehabilitation and will be released to the 
ARCHIVES OF PHYSICAL MEDICINE AND RE- 
HABILITATION for publication as determined by 
its Editorial Board. 


. The winning essay will be presented at the 


meeting of the 3rd International Congress of 
Physical Medicine. 


The donors of the award, The R. D. Grant Company, are makers and 
exclusive distributors of Alternating Pressure Point Units used to help 
prevent and heal decubitus ulcers. 
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